


‘he Family Laxative $ 


The ideal safe family laxative, known as ‘‘ Syrup oF 
Fics,” is a product of the California Fig Syrup Co., — 
and derives its laxative principles from senna, made 
pleasant to the taste, and more acceptable to the 
stomach, by being combined with pleasant aromatic 
syrups and the juice of figs. It is recommended by 
many of the most eminent physicians, and used by 
millions of families with entire satisfaction. It has 
gained its great reputation with the medical profes- 
sion by reason of the acknowledged skill and care 
exercised by the California Fig Syrup Co. in secur- 
ing the laxative principles of the senna by methods 
of its own, and presenting them in the best and most 
convenientform. The California Fig Syrup Co. has 
special facilities for commanding the. choicest qual- 
ities of Alexandria senna, and its. chemists devote 
their entire attention to the manufacture of the one 
product. Thename ‘Syrup oF Fics’’ means to the 
medical profession the ‘family laxative, manufac- 
tured by the California Fig Syrup Co.,’ and the 
name of the Company is a guarantee of the excel- 
~. lence of its product. Informed of the above facts, 
the careful physician will know how to prevent the 
dispensing of worthless imitations when he recom- 
mends or prescribes the original and genuine 
““Syrup OF Fics.’’ It is well known to physicians 
that ‘‘Syrup oF Fics” is a simple, safe and reliable 
laxative, which does not irritate or debilitate the 
organs on which it acts, and, being pleasant to the 
taste, it is specially adapted to ladies and children, 
although generally applicable in all cases. Special 
investigation of the profession invited. aN ge 


‘« Syrup oF Fics’’ is never sold in bulk. It retails at 
fifty cents per bottle, and the name ‘‘Syrup oF Fics,’’ as 
well as the name of the California Fig Syrup Company, . 
is printed’ on the wrappers and labels of every bottle. 
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Henry’s Three Chlorides. 


THE GLANDULAR STIMULANT. 


Compatible with Iodides, Bromides, Gold, Salicylates, Codein, Nitric, Hydro-chlorie and 
Nitro-chloric Acid, Ammonia Chloride, Manganese Chloride, Calcium Chloride, Nitro- 
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tive of Acute Iodism, Coryza, Gastritis, Conjunctivitis, Malnutrition and rarer symptoms. 
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Formula: Indications: Dose: 
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tains: 1-8 gr. Proto- reeonstructive ther- drachms three or ADJUVANT 
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Henry’s Tri-lodides. “i 


ALTERATIVE, ANTI-SYPHILITIC, ANTI-NEURALGIC. 


Promptly relieves obstinate pain in the parenchymatous organs, formerly called rheumatism, 
and attributed to exposure or other causes, and ALL diseases of the mucous membrane. 
STIMULATES the eliminative process, removes the pain, and thus avoids the use of morphine, 
opium, ete. 
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TS EARNESTLY RECOMMENDED as a most reliable FOOD for 
INFANTS, CHILDREN and Nursing-Mothers;—for INVALIDS and 


for Delicate and Aged persons. It is not a stimulant 











Convalescents ; 
nor a chemical preparation; but a PURE, unsweetened FOOD carefully 
prepared from the finest growths of wheat, ON WHICH PHYSICIANS 
CAN DEPEND in FEVERS and in all gastric and enteric diseases. 


It is easily digested, nourishing and strengthening, assists nature, never 
interferes with the action of the medicines prescribed, and IS OFTEN 
THE ONLY FOOD THE STOMACH CAN RETAIN. 


SEEMS TO HOLD FIRST PLACE IN THE ESTIMATION OF MEDICAL 
OBSERVERS.—‘‘ Zhe Feeding of Infants,’’ in the New York Medical Record. : 


A good and well made powder of pleasant flavour. CONTAINS NO TRACE OF 
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KELLOGG’S ELASTIC RING 


FOR SECURING THE FUNIS IS A SCIENTIFIC AND 
ABSOLUTELY SAFE DEVICE. 


Secondary hemorrhage, or even oozing, is impossible. It is aseptic and. 
quickly and neatly applied. This method is rapidly coming into general. 
‘use and is receiving the enthusiastic endorsement of obstetricians in all. 
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“The Elastic Ring Applicator is perfection, complete; there is no hunting after tape: 
atter the child is born; simply lift up the funis in a fold, or doubled upon itself, and apply 
a ring; then place another ring upon the Applicator, cut the funis about two inches. 
KN from the body with funis scissors, ag tal the second ring, and the work is neatly and 
Ww quickly done, to the surprise and wonder of all the old ladies in attendance.’’ 

M. R. LYMAN, M.D., Gagetown, Mich. 


“Tean say that the Applicator is a very admirable little instrument, I have used it, 
several times within the last few weeks, with the most satisfactory results. It is cleanly, 
handy, and efficient; moreover, its ‘moral effect’ is by no means to be overlooked. I 
have been doing obstetrical work for over twenty years. with never acase of umbilical 
hemorrhage to mention till within two months. I had two then, one nearly fatal. I am 
NOT LOOKING FOR ANY MORE.”’ W.N. BRYANT, M.D., Ludlow, Vt. 
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“I will say for the Applicator that it is the most complete and per- 
fect instrument that I ever saw; and the great advantage that there is DIRECTIONS. 
in its use only surprises me that someone did not invent one many 
years ago. There could not, in my opinion, be any thing made that 
is more perfect and useful than your Applicator.”’ 

CHRISTIAN COOK, M.D., Carmi, I. 


tubing of 4%-inch aperture. It is 
stretched by placing it on the prongs 
of the Applicator and compressing 

‘With the greatest pleasure I certify that your instrument for 
ligating the umbilical cord gives me the best of satisfaction. In a 
troublesome case of hemorrhage, in the hands of a brother practitioner, plicator withdrawn, leaving the 
I let him have the instrument with rings, and he said the hemorrhage Ring in position, In treating the 
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the end of the stump and the Ap- 


strument atonce.’’? S.V.WAGNER, M.D., 607 Main St., Houston, Tex. the Applicator; grasp the cord with 


The Applicator is neat in design and highly polished and nickled. eae ea ene a aud-drop the 
Sent prepaid, with supply of rues upon receipt of $8.85. Money re- Ring in Sion i 
funded at any time if not entirely satisfactory. Write for catalogue is 
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A TREATISE ON DISEASES 
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Rectum, Anus « sigmoid Flexure 
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By JOSEPH M. MATHEWS. M. D. 


Professor of Surgery and Clinical Lecturer on Diseases of the Rectum 
in the Kentucky School of Medicine, etc. 


‘*The work before us is distinctly Nor acompilation. The author has formed his own conelusions from a 
vast clinical experience, which he has reinforced by a careful study of the opinions of others. He sets forth his 
views with commendable clearness, and emphasizes his convictions with praiseworthy courage. The style is clear, 
forcible, and graphic; the text is adorned with some eighty illustrations, and the publisher’s portion of the 
undertaking is most worthily performed. . . . We commend this work emphatically, and, although high 
authorities differ from him on not a few points, we can assert that the author advances no view which he does 
not believe sustained by examples from his extensive experience, and of the truth of which he is not profoundly 
convinced.’’—American Journal of the Medical Sciences. 

‘One of the most prominent features of this work is originality. This is true notin the sense that the 
work contains only a record of the original research of the author, but that it expresses everywhere the author’s 
peculiar views of the subject under consideration, and his individual opinions of the views, methods of treat- 
ment, operations, etc., of other writers. . . . The views of the author are well worthy of perusal, both 
on account of the lucid manner in which they are expressed and on account of the many years of extended 
practical experience upon which they are based. The mechanical execution of the work may be expressed in 
one word—perfect.’’— Ohio Medical Journal. 

‘This handsome volume of nearly five hundred and fifty pages is the largest work upon the subject in any 
language. While the views and operations of many surgeons are considered and discussed, the author has 
approved only such methods as experience has shown both practical and successful. Though he is authoritative, 
he is not dogmatic; and though his sentences imply confidence in his methods, they are neither oracular nor 
apologetic.’’— Texas Cowrier-Record of Medicine. 

“This work is not acompilation; it is true the author quotes freely from others, but he always gives credit 
and does not plagiarize. There is evidence of strong original work, and any physician who is not posted in rectal 
matters can safely put down his cash for this book, and, after fully mastering the teaching, make an examination 
of the rectuin with a degree of confidence, if not with pleasure.’’— Ontario Medical Journal. 


“The work, as a whole, is one of the best that has ever appeared on the subject, and any one who expects 
to treat rectal diseases, either as a general practitioner or specialist, should have a copy of this work.’’— Toledo 
Medical and Surgical Reporter. 

“For over fifteen years Professor Mathews has given his special attention to diseases of the rectum. During 
these years he says he has learned that many things are taught that are not true, and that many things are true 
that are not taught. Therefore he swings clear of all obstructions, and records his own experience. As would 
be expected from one of such independent thought, there is much that is wholly new in the book.’’—National 
Medical Review. 

‘*In conclusion, it is a satisfaction to say that Professor Mathews is to be congratulated on the production 
of his work, for on the whole it is a valuable, safe, and practical guide to follow, well worthy the careful perusal 
of any surgeon, young or old, who is at all interested in the particular branch of surgery to which it is devoted. 

The authoris to be congratulated also upon the efforts he has made, and is making, to wrest the treatment 
of rectal diseases from the domain of quackery, which has long tried to monopolize it, and to place itin its legiti- 
mate sphere among the well-recognized specialties of surgery.’’— Buffalo Medical and Surgical Journal. 
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MALTZYME 


MALTZYME is the pure and unfermented essence of 
malt, extracted and concentrated by a new process which 
renders it superior in all respects to any malt preparation 
hitherto offered to the medical profession. 

MALTZYME is exceptionally rich in diastasic and 
nutrient properties. It contains digested carbohydrates, 
proteids, and grain phosphates. Preparations now ready: 
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MALTZYME with Cod Liver Oil. 
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Three New Model 


mith Premier Typewriters 


Nos. 2, 3, and 4. 


HAVE YOU EXAMINED THEM? Many improvements hereto- 
fore overlooked by other manufacturers. 


Address THE SMITH PREMIER TYPEWRITER COMPANY, 


456 West Main Street, LOUISVILLE, KY. 
Branch offices in twenty-nine principal cities in the United States. 


= JOHN BIRK=— 


MANUFACTURER OF AND DEALER IN 


SURGICAL AND ORTHOPEDICAL INSTRUMENTS AND TRUSSES, 


aAtso ELECTRIC BATTERIES FOR MEDICAL USE 


KEPT IN STOCK AND REPAIRED. 


408 Third Ave., bet. Jefferson and Green, ; LOUISVILLE, KY. 


Rectal Instruments of all descriptions. 
Intestinal Anastomosis Plates, Buttons, etc. 


e Stockings, ete., always on hand. 7 Hicks and all other Thermometers. 
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WHAT Is SAID? WHO SAY IT 


““In a number of cases cf surgical tuberculosis, I have 
seen much improvement follow the use of bromide of gold 
and arsenic (arsenauro) This remedy brought about 
steady improvement when other remedies failed.” 


*-By abundant experience J am settled in my conviction 
as tO its (ARSENAURO’s) value, and more particularly 
so, when the iodides are not tolerated.” 


“There are many indications for the gold preparations 
(ARSENAURO and MERCAURO,) which seem to me to be 
quite clear, but I have limited my remarks to certain 
conditions in which I have acquired, by abundant ex- 
perience, settled convictions as to their value.” 


‘*‘In these combinations (ARSENAURO and MERCAURO, ) 
we have a new therapeutic agent, whose action is 
different from the action of either gold or arsenic inany 
form administered separately. It is a reconstructive, 
changes the quality of the blood corpuscles and seems 
to arrest degenerative processes.” 


‘‘In the later manifestations of syphilis, mercauro has 
proved itself almost a specific, so much so that its ad- 
ministration was always attended by marked improve- 
ment.” 


**As a tonic alterative and anti-syphilitic remedy, 
MERCAURO certainly approaches nearer than anything 
I have yet tried to the specific we all desire to find.”’ 


PROFESSOR WIGHT, 


L. I. CoLL: Hosp. 
Brooklyn, 


PROFESSOR NORDEMAN, 
N. Y. POLYCLINIC, 


PROFESSOR LYDSTON, 
CoLL. P. & S., 


Chicago. 


PROFESSOR STUCKY, 
Hosp. CoL_. MED. 
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PROFESSOR DUMESNIL, 


PMARION SIMS COLL., 
St. Louts. 


PROFESSOR MARTIN, 
BARNES MED. COLL., 
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IN PLACE OF IODIDE OF POTASSIUI1. 


58 cases Cerebro-Spinal Syphilis successfully treated during the 
past year by one physician. This report 
forwarded on application. 
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Briginal Contributions. 


PRIMARY TUBERCULOSIS OF THE RECTUM, WITH 
REPORT OF CASES.* 


BY LEON STRAUS, M. D., 
ST. LOUIS, MO. 


Tuberculosis to-day is one of the most interesting diseases 
which claims the attention of the scientific men in the profession. 
I purpose reporting a number of cases of primary tuberculosis of 
the rectum. From my point of view it is strictly a surgical dis- 
ease, as much so as is appendicitis. In the light of modern scien- 
tific progress it is right and proper for us to use every particle 
of light which science affords: for that reason I have not been 
contented with making a diagnosis from the clinical symptoms 
or ear-marks, but have gone a step further; that is, [ have 
looked for and found the tubercle bacilli, The finding of the 
bacilli is a scientific proof of diagnosis. So far as I know it is 
the only scientific research or work along this line. Messrs. 
Allingham, Cripps, and Ball have reported cases of primary 
tuberculosis of the rectum, but they have invariably relied on 
the clinical symptoms to make a diagnosis. 

I dissent from the teaching that the classical symptoms as 
given in our best works on diseases of the rectum can at all be 
relied on alone in reaching a diagnosis. In the light of modern 
scientific research I hold it should be made a rule of practice to 
have a microscopical examination made in every case. It has 


* Read before the Surgical Section of the Mississippi Valley Medical Association, at its 
Twenty-third Annual Meeting, Louisville, October 5-8, 1897. 
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been truly said, it.is often absolutely impossible to obtain from 
books the kind of knowledge which is demanded in practice. I 
think it is especially true of primary tuberculosis of the rectum. 

CasE 1. Mr. C., referred to me by my friend, Dr. Dickinson ; 
aged thirty-two; family history good. He had the appearance of 
one in good health; in fact, he looked quite an athlete. He had 
been suffering from rectal disease about six months. He had 
had an operation performed which was not successful, as it was 
not a radical one. I found on examination an old abscess cavity, 











Case 1.—Extensive Tubercular Uleerution. 


the result of a submucous abcess on the left side, the area of 
ulceration having extended beyond the old cavity. The extent 
of surface involved made it suspicious. The patient and physi- 
cian were both slow to believe there could be any tubercular 
trouble, for the reason the patient had no cough, none of the 
constitutional symptoms of tuberculosis. My suspicion was cor- 
rect. The tissue removed by the curettage contained number- 
less tubercle bacilli, An operation was advised, with the under- 
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standing that one or more operations might have to be made in 
order to get the patient well and keep him well. The operation 
was a combined excision and curettement. This patient made 
a rapid recovery and gained much flesh, thought himself quite 
well; but in this case, as in others, the scar tissue broke down. 
Another operation was advised, and a second operation was 
made, but not until the local trouble had become general; that is, 
it was so far as the entire alimentary canal was concerned. The 
patient died of tubercular enteritis. 








CasE 2.—Tubercular Cystic Tumor. 


The lesson taught in this case should not be lost; that is, do 
not wait until a purely local disease becomes a general one. I 
believe this case ought to have been saved and would have been, 
had he submitted to a second operation earlier. 
Cask 2. Boy, aged fourteen. For more than three years he 
had noticed something coming down after each stool which had 
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to be put back. The last few months it had grown or enlarged 
until it became difficult and painful to replace it, and for that 
reason he sought relief. This was a most interesting case for 
more than one reason: it had been diagnosed as prolapsus, and 
also rectal hernia. It proved to be a rectal cyst which had 
become tuberculous. It was quite large with a broad pedicle, 
and was removed by making a double row of sutures. The 
patient made a rapid recovery, and has remained in_ perfect 
health up to the present time, more than two years. 

Case 3. Mr. L., aged thirty-eight; referred to me by my 
friend, Dr. E. H. Dalton; family history good. This patient 
had had rectal trouble for some years. Examination revealed a 
very extensive ulceration, so much so ‘that Dr. Dalton and 
myself doubted seriously whether any result could be had ; and 
so stated. We, however, agreed to make an operation, provided 
that he would allow us to make any subsequent operations that 
we thought necessary. His condition was so very wretched that 
he determined to submit to any thing that gave any hope of 
recovery. He was prepared carefully for operation, which con- 
sisted in a curettement with more or less cutting. The first 
operation very much improved his condition; a second still 
more improved him, and a third completely cured him. He 
gained thirty pounds of flesh in a few weeks. He has remained 
well almost three years since the operation. 

CaskE 4. Miss 8., aged thirty; family history good; patient 
had been treated for chronic dysentery for months; no examin- 
ation had been made of the rectum until she came to me. I 
found a large area of ulceration. The chronicity of the case, 
together with the large extent of surface involved, made me 
suspect tuberculosis. The diagnosis was confirmed by finding 
the tubercle bacilli. 

The operation made in this case was a combined cauteriza- 
tion and curettement. Recovery was not rapid, but in the end, 
good. The patient has remained well now more than twelve 


months. 
CONCLUSIONS. 


1. That primary tuberculosis of the rectum is not so infre- 
quent as some of the leading authorities have taught. 
2, That it is a surgical disease as much so as is appendicitis. 
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3. That it is not and can not be diagnosed by the clinical symp- 
toms as given by the various writers on diseases of the rectum. 

4, That the only scientific and correct way of making a diag- 
nosis is by the use of the microscope. 

5. That by thorough curettement or excision or both together 
with cautery it is not only cured but remains cured much more 
often than is dreamed of; certainly more often than the teach- 
ing of the authorities would have us to believe, 

6. That some of the apparently most hopeless cases are cured 
by repeated operations. 

7. That all suspicious cases should be submitted for micro- 
scopical examination, for the reason it is the only scientific 
method of reaching a diagnosis. 

8. That local treatment is not equal to curing these cases ; 
permanent results are to be had by a radical destruction of dis- 
eased tissue or the habitat of the tubercle bacilli. 

9. That these cases are and have been cured, and that sufficient 
time has elapsed for us to conclude that they will remain cured. 

10. That early and repeated operations if need be are imper- 
ative, if these cases are to be permanently cured. 


CONGENITAL STRICTURE OF THE RECTUM: A 
CLINICAL LECTURE. 


BY CHARLES GREENE CUMSTON, B.M.S., M. D., 


Assistant Professor of Surgical Pathology, Tufts College Medical School, Boston; Fellow of 
the American Association of Obstetriciansand Gynecologists; Corresponding Member 
of the Association of Genito- Urinary Surgeons of France, of the Electro- 
Therapeutical Society of France, of the Pathological 
Society of Brussels, etc. 


BOSTON, MASS. | 


Gentlemen: This young girl of nineteen years has been 
brought to us by her mother for two symptoms, namely, consti- 
pation and peculiar ribbon-like shape of her stools. She has 
always been a healthy child in every respect, menstruating at 
thirteen, regularly and without pain, but for the past few years 
she has noticed the condition of her feces just mentioned. 

Examination of the external region of the anus shows nothing 
abnormal; there are no cicatrices, hemorrhoids, nor fistule. The 
anus is well formed, and I can find no induration in its contour. 
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Now introducing my index finger into the rectum, I find that 
it enters easily for about five centimeters, but at this point it is 
prevented from going further. The obstacle appears to be a 
kind of diaphragm with a small and nearly central orifice. If I 
pass my finger through this opening, which can be done with some 
difficulty, the lower part of the diaphragm is found thicker than 
the upper, while the contour of the orifice seems quite regular. 
The mucosa of the rectum is normal, and there is no proctitis, 
ulceration, nor purulent discharge. 

We are dealing with a case of congenital stricture of the 
rectum, and as this is an interesting subject, I would like to con- 
sider it with you at some length. Gosselin some years ago said 
that congenital stricture of the rectum has for an essential 
character to be composed of a kind of thin appendix, projecting 
from the walls of the rectum into its lumen, but in all cases the 
intestinal walls are healthy. Usually these strictures present. 
the aspect of a diaphragm with an orifice at the center, and our 
patient of this morning is a most typical example. 

Sometimes the diaphragmatic opening will be crescent shaped 
or valvular. Roser has seen the valves situated opposite one 
another like the sigmoid valves of the aorta. Curling describes 
a specimen in which multiple bands were stretched across the 
gut like bridges, and left narrow openings between them. 

These strictures, which are always single, will be found at 
from three to five centimeters from the anus; infrequently they 
may be situated higher up. This fact is explained by the manner 
of development of the terminal portion of the intestine.. At 
the point of implantation on the walls of the rectum a valvular 
stricture measures afew millimeters in thickness; its free borders 
are thin and regular. Histologically it is formed by coaptation 
of the two neighboring portions of the rectal mucosa, and this is 
normal above and below the stricture. 

What I have just described represents a typical case of con- 
genital stricture, but clinically we rarely meet with cases pre- 
senting these features so distinctly, for the reason that other 
lesions arise which complicate the original affection. 

Now, how can we explain the fact that the symptoms of con- 
genital stricture only occur many years after birth? In early 
life the lesion is made up of a kind of membrane of purely 
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mucous structure, and is of course very elastic. With this we 
have a good condition of the muscular coats and a free liquid 
secretion produced as much by the glands of the digestive system 
as by the submucous tissue, which is irritated by the contact 
with the feces ; all this renders defecation very easy. Now, if the 
above-named conditions are impaired and constipation increases 
from an accumulation of the fecal mass above the stricture, the 
constant irritation finally produces a chronic inflammation in the 
valves of the stricture, which soon lose their elasticity, and 
produces a true proctitis above the stricture. This is in the 
beginning of moderate intensity, but will finally become very 
marked both in depth and extent of the lesion, so that we find 
ulceration and granulations on the mucosa with embryonic cell 
infiltration of the underlying tissues. Then will appear serious 
and severe symptoms, such as peritonitis, fistule, peri-rectal 
abscess, ete. 

If the progress of the proctitis is slow, the attending ulcera- 
tions and muco-purulent discharge soon bring about a sclerosis 
as well as general ill-health. The fibrous changes of the walls 
of the rectum may extend quite far up, and may be mistaken for 
a carcinomatous or more especially a syphilitic stricture. This 
condition is far from being typical, and as I shall point out, you 
will see how difficult a diagnosis may be, and it can readily be 
understood why Allingham and other well-known surgeons con- 
sider these cases as syphilitic strictures. 

As to the pathogenesis of congenital stricture, it is generally 
admitted that these valves, situated at the meeting point of the 
posterior intestine and the oval ectodermic invagination, represent: 
the remains of tissues which separated the anus and rectum at a 
certain period of evolution, and which, in the normal course of 
events, would disappear by absorption during future evolution of 
the individual. The presence of these valvular folds is in rela- 
tion to an arrest of development occurring about the third or 
fourth month of intra-uterine life. 

Before opening exteriorly, the large intestine terminatesin a 
cul-de-sac which corresponds to the region of the anus, from 
which it is separated by a certain thickness of tissue without 
any perforation. Later on the anus becomes depressed like a 
finger glove toward the skin and also forms a cul-de-sac which 
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little by little extends toward the intestine, and which then comes 
nearer the anus. Soon there only remains a membrane, very 
similar to an imperforate hymen, between the two organs. This 
membrane finally perforates and disappears, thus completing the 
development of the region. 

Now if, when once the ano-rectal membrane is pertorated, an 
arrest in development occurs, this membrane will not completely 
disappear, and its remains form a congenital stricture 

The clinical evolution of congenital stricture of the rectum 
may be divided into three periods, which correspond almost 
exactly to the successive stages occurring in the progress of the 
lesions. During the first period, which usually comprises from 
birth to middle age, the affection is simply in a latent state, and 
is not suspected because it does not give rise to auy symptoms. 
Exception must be made of two cases reported by Boeckel in 
1881, which presented a prolapsus of the rectum, due, without 
any doubt, to a congenital stricture, and in mentioning these let 
me say a few words regarding the mechanism by which this acci- 
dent occurred. 

Being an obstacle to the free passage of the feces in the 
intestine, the stricture produced exaggerated contractions of the 
intestine above it, which little by little drove it down, and a time 
came when the stricture came out of the anus, the rectum being 
turned inside out, and the stricture was seen. 

Usually all that is noticed during the first period are the phy- 
sical signs that are by chance discovered, as tor example in a 
patient who consults you for hemorrhoids or some affection of 
the anus, and it is by digital exploration of the rectum that the 
valvular stricture is discovered. But usually patients are not 
seen until the functional disorders oblige them to seek medical 
advice, and then commences the second period. 

The constipation, which for many years had not attracted the 
patient’s attention, becomes more and more pronounced, and the 
stools are passed with difficulty and infrequently. Patients get 
relief by enemata and purgatives, but only for a while. The 
pain, which is always present during defecation, varies from a 
simple feeling of weight in the lumbar region to a recto vesical 
tenesmus and paroxysms of pain of such intensity that the 
patient avoids going to stool rather than suffer; sometimes he | 
becomes hypochondriac. 
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The caliber of the feces is changed. After having progressively 
decreased, they finally look like long cords or are ribbon-shaped, 
as in our case this morning. It is at about this time that the 
chronic proctitis proclaims its presence by all its symptoms. 
Constipation alternating with diarrhea, continuous and hot pains 
during defecation, and a muco-purulent discharge with a very 
offensive color are usually enough to excite the patient’s atten- 
tion, and these accidents are not long in making themselves felt 
throughout the economy. The appetite diminishes, the patient 
loses strength and flesh, and if something is not done the com- 
plications of the third period will soon appear upon the scene. 

Among the complications of the third period I would more 
especially call your attention to fistula. If you carefully ex- 
plore one of the fistule, if it is complete, you will find that its 
internal opening will be above the stricture. If, however, this 
is not the case, it will be found to terminate in a peri-rectal 
abscess in the cellular tissue, and which may nearly completely 
surround the rectal walls without producing any changes in 
them. These fistule are nearly always several in number, and 
rapidly multiply. They will only close up if proper surgical 
treatment is directed to the stricture itself, and when this has 
been successful, they rapidly heal. 

Very severe inflammatory phenomena may occur, sometimes 
even being the cause of the patient’s death. These are peri- 
tonitis and pelvic abscess due to extension of the inflammatory 
process. You consequently see that with such possible dangers 
it is the duty of the surgeon to interfere early, choosing the 
operation that will be best suited for each particular case after a 
thorough rectal exploration has been made. 

In making your diagnosis of this condition, the first question 
to be decided is: Is there a stricture of the rectum? and 
secondly: Is the stricture congenital? As to the first, the history 
of your case and statements made by your patient regarding the | 
functional disorders will be sufficient to make you suspect the 
lesion. 

But in order to be perfectly sure of your diagnosis you should 
never neglect a digital exploration of the rectum, and by this 
means you may be able to discover if there is any organic 
obstacle in the interior of the rectum. This superficial examina- 
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tion will allow you to eliminate strictures due to other causes, 
as for example a compression of the rectum by uterine displace- 
ments, pelvic tumors or inflammation. 

Now if a stricture is found, the question arises, Is it con- 
genital? Before we enter into the subject of differential diag- 
nosis of rectal strictures, let us first consider the principal 
characters of congenital stricture. I have already pointed out 
that the symptoms observed are not in any manner peculiar to 
this affection, but much importance must be given to the follow- 
ing physical signs: When a single stricture is found situated 
between three and five centimeters from the anus and presents 
the form of a diaphragm with an opening in its center, and if 
this membrane is soft, depressible, and irreducible by the finger, 
you can be sure that the stricture is congenital. 

Such typical cases are infrequently met with, however, and 
they are changed by other additional lesions which may lead you 
into error, and in these cases you must eliminate cicatricial, 
inflammatory, and muscular strictures as well as carcinoma or 
syphiloma of the rectum. 

Cicatricial and inflammatory strictures are due to traumatism 
of the rectum, such as wounds and tears, as well as being the 
result of surgical operations for the removal of neoplasms or the 
excision of fistule, Stricture due to dysentery is infrequently 
met with, but unites physical signs similar to those found in the 
congenital variety. Dysenteric stricture is almost always met 
with in the male, particularly in soldiers who have ‘served in 
warm climates. They are usually multiple, as are the ulcerations 
which preceded them, and the bands of tissue, instead of being 
transverse or perpendicular to the axis of the rectum, are oblique 
and often spiral and very resistant. The symptoms of the dysen- 
teric strictures, such as pain and difficulty at stool, are less 
marked than in the congenital type, while the general condition 
is usually very good, 

Muscular strictures are simply an hypertrophy of the mus- 
cular layers of the gut, and are consequently circular, and are 
thicker than the congenital variety as well as involving consider- 
ably more of the walls of the rectum. They can be reduced 
occasionally by digital compression, but as soon as this is 
removed they reappear. They are seated near the upper border 
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of the internal sphincter, in the neighborhood of an internal 
opening of a fistula, and have also been met with in some cases 
of fissure. 

Carcinomatous stricture is usually met with in subjects over 
fifty years of age. The beginning is marked by symptoms of 
considerable importance, such as hemorrhage; their progress is 
rapid, and cachexia appears at an early date. Pain is almost 
continuous and severe, shooting in various directions. Digital 
examination most always will bring away a bloody discharge. 

A bleeding, irregular, fungous mass is felt, and if the neo- 
plasm has not advanced too far, the finger can be made to pass 
above it. When the neoplasm encircles the gut, which is 
infrequent, a large mass will be felt extending over quite an 
amount of the surface of the rectum. 

Syphilitic stricture will often take on the aspect of the con- 
genital type, when the latter has undergone fibrous changes. 
The progress of the lesions is very similar, being slow, while 
difficulty at stool becomes more and more pronounced, A dis- 
charge appears as well as pain during stool, and little by little 
the feces diminish in size. Rectal examination discloses a hard, 
fibrous, annular stricture. But if you make a careful examina- 
tion, you will notice that the stricture feels more like the valve 
of the pylorus seen from the duodenal side, and a syphilitic 
stricture is funnel-shaped, hard, and inextensible, while the con- 
genital variety feels and looks more like a diaphragm. In 
syphilitic stricture the pain is more severe, and the discharge is 
of a dirty rose color and very fetid. 

Externally you must lock for fissure, indurations, and con- 
dylomata, which, if they are present, would make you suspect the 
presence of syphilis. In doubtful cases antisyphilitic treatment 
may be tried, although in those cases that I have seen, and which 
were clearly specific, little or no benefit was derived. 

The four principal methods of treatment of congenital stric- 
ture of the rectum are dilatation, cauterization, incision, and 
extirpation. Dilatation may be either progressive or rapid. 
Progressive dilatation is of old date, but is still employed. 
Hegar’s uterine sounds answer the purpose well. Beginning with 
size that passes the orifice of the stricture with ease, you intro- 
duce successively larger sizes, but with care and without violence, 
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lest you lacerate the parts or make a false opening. Imprudently 
done, this method may give rise to serious accidents, ending 
fatally. This treatment is long, and only will give the patient 
relief. 

Forced dilatation or divulsion is dangerous, and the results 
are so poor or even nil that I would not advise you to undertake 
this method of treatment. Cauterization should be rejected com- 
pletely, and in fact is no longer employed. 

Proctotomy is a measure hardly worthy of your considera- 
tion. Wiseman incised a stricture with a button-pointed knife, 
but the wound soon closed and the stricture was just as bad as 
before the interference. Multiple incisions were then advised, 
and are actually employed for thin and slightly vascularized 
congenital strictures and when sclerosis of the membrane has not 
taken place. The incisions are carried down to within a few 
millimeters of the rectal wall, but in order to prevent the occur- 
rence of hemorrhage the tissues are then torn with the fingers 
down to the gut. After these incisions, dilatation with rectal 
bougies should be commenced, increasing the size of the instru- 
ment, otherwise the incisions would close up and the result of 
the interference would be lost. 

Internal proctotomy is a bad operation in itself, and exposes 
the patient to hemorrhage, septic cellulitis, and fecal infiltration, 
and should be put aside as both dangerous and useless, If 
fistule are present extending up behind the stricture, linear 
proctotomy may be performed after these have been opened and 
curetted. If no fistulee exist, the operation may be executed as 
follows: A straight incision is made from above the stricture to 
the anus, and the cavity packed with antiseptic gauze. Dilatation 
must be performed after this operation, which, although not 
giving a radical cure, will at least obtain a prompt and marked 
amelioration of the symptoms. 

But of all the operations that have been devised, it would 
appear that excision is preferable in cases of uncomplicated con- 
genital stricture. It is performed as follows: Dilatation must be 
done until the stricture is easily within the surgeon’s reach. 
Silver wire is then passed throngh the base of the stricture, which 
can then be drawn down quite near the anal orifice. Next you 
make a circular excision of all the projecting tissues with either 
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knife or scissors, which will result in a raw surface, above and 
below which the ends of the wire pass. The borders of the 
wound are next bronght together by sutures, and by this means 
you re-establish the continuity of the rectal mucosa. 

As to resection of the rectum by Kraske’s operation, it is 
indicated in cases of long standing with marked inflammatory 
lesions of the rectum, but its application to congenital rectal 
stricture appears to me small, and I have only seen one case in 
which this operation was indicated aud performed, on a woman of 
about thirty-five years of age, resulting in complete recovery. 

As to the treatment of the young girl shown to you and who 
was the subject of this lecture, [ have advised her to undergo 
excision of her stricture, which I feel sure will result in a com- 
plete success, because no complications have as yet occurred, and 
as she is still young and in good health, the parts will be elastic, 
and thus render the operation quite easy to execute. 

871 Beacon Street. 


DISEASES OF RECTUM AND SIGMOID AS A FACTOR 
IN GENERAL DISTURBANCES.* 


BY J. R. PENNINGTON, M. D., 
CHICAGO, ILL. 


Alienists and neurologists of to-day claim that the discovery 
of the neuron theory, the establishment of the modern doctrine 
of cytology and the researches of bacteriology and physiological 
chemistry, have at last removed the barriers to a comprehensive 
investigation of mental and nervous diseases; and, through the 
two latter sciences more especially, a new field seems to have 
opened up for their edification, and the rectal specialists have 
discovered them searching for this new truth and light in the 
gastro-intestinal laboratory. 3 

Dr. Van Gieson, in the New York Hospital Bulletin, Octo- 
ber, 1896, says that “the progress in bacteriology and physio- 
logical chemistry has gone far to demonstrate that most of the 
processes of disease in general are due to toxic substances in one 


* Read before the Surgical Section of the Mississippi Valley Medical Association, at 
Louisville, Ky., Oct. 6, 1897. 
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form or another; that much of the present obscurity in the 
pathogenesis of nervous and especially of mental diseases is 
largely to be explained by the very simple fact that the brain 
and the rest of the nervous system have been studied altogether 
too much as a something apart from the rest of the body—as 
something beyond the jurisdiction of the laws of the great fun- 
damental pathological processes which operate on the whole 
organism ; that it is absolutely necessary for a lucid understand- 
ing of the pathogenesis of nervous and mental diseases that we 
correlate and homologize the nervous system with other organs 
and tissues of the body in the study of the effects of a few funda- 
mental pathological processes which underlie mental and nervous 
as well as diseases in general.” : 

The thought herein suggested seems to me to express pretty 
clearly the relations which obtain between general disturbances 
and diseases of the rectum and sigmoid, and suggests very vividly 
to mind the importance of correlating them also. 

A. McLean Hamilton, in a paper read before the London 
Medical Society, in 1896, stated in the course of his remarks, that 
“protean neurosis, neurasthenia, is closely connected with some 
form of disturbed intestinal function,” and, basing his opinion on 
the works of Bouchard, McPherson, Eccles, Turner, and others, 
said that he believed that many of the acute insanities are due 
to primal intestinal disorders, and conjectured whether or not 
cases of chronic psychoses are not more or less modified by the 
same agencies, and this being true, whether we should not, in the 
future, direct our plan of treatment more to the relief of these 
disorders and place less reliance on the use of the conventional 
narcotics and other familiar modes of treatment; and further 
declared that some forms of melancholia are undoubtedly due to 
auto-intoxication dependent upon impaction and copremia, 
although the passage of an apparently sufficient amount of fecal 
matter may incline the observer to ignore the existence of con- 
stipation as a cause, and cited cases in evidence of his position. 

My friend, Dr. H. M. Bannister, formerly senior assistant 
physician of the Kankakee Insane Asylum, Illinois, says that he 
has seen cases of melancholia relieved and the patients leave the 
Asylum apparently practically cured by simply relieving the 
colon of a mass of putrefying fecal matter. 
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Dr. Daniel R. Brower, in a paper before the Illinois State 
Medical Society, May last, stated that “gastrectasis, intestinal 
dyspepsia, and coprostasis are present in ninety-nine out of every 
one hundred neurasthenic cases ; that if we can keep the stomach, 
small and large intestines in a state of functional activity and 
healthfulness, we can relieve ninety-nine out of every one hundred 
cases of nervous disorders, excepting the comparatively few cases 
that are serious, such as organic diseases of the brain and spinal 
cord, and even these cases are vastly improved by directing atten- 
tion to the abdominal cavity.” 

Ewald, in his treatise on Diseases of the Stomach, says that 
“every disease of the stomach affects the intestines and liver, and 
vice versa every disorder of the latter is reflected upon the former.” 

It is also claimed by others than neurologists and alienists, 
that the materies morbi of such other diseases as gout, rheumatism, 
headache, uremia, chorea, asthma, diabetes, skin and many other 
diseases, are also generated in the alimentary tract. Hence the 
consensus of opinion seems to be that the materies morbi of a vast 
number of somatic, mental, and nervous diseases have their 
origin somewhere in the gastro-intestinal tract. In just what 
part of the canal these poisons are generated, however, seems 
to be somewhat of a mooted question, yet the experiments of 
Baumann, who found by making a fistula in the lower portion 
of the small intestine, just above the colon, that indol, skatol, 
and other ethereal sulphates disappeared to recur again only 
when the intestinal contents were allowed to repass through the 
colon, seem to show quite conclusively that these putrefactive 
processes are carried on principally in the lower bowel. 

Already the practice of many physicians is getting upon new 
lines, as evidenced by the fact that physicians and surgeons, 
whether specialists or not, are beginning to recognize that the 
primal seat of infection is, more frequently than formerly sus- 
pected, in the vicinity of the rectum and sigmoid. This is 
exemplified by the increased interest taken by the profession in 
the diseases of these structures, as well as by the marked attention 
which is being given to curing them and ridding the lower 
bowel of putrefying fecal matter. 

C. K. Clark, American Jowrnal of Insanity, July, 1897, in 
referring to the treatment of auto-intoxication, uttered an impor- 
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tant truth when he said, “that some lose sight of the fact that. 
autoxis is merely a secondary condition, and that the primary 
defect is overlooked in the anxiety to correct the influence of 
toxins; that the therapeutic means adopted simply temporize and 
do not aim at curing the original lesion.” He then urges that 
we endeavor to take broader views than that of mere local or 
symptomatic treatment, and establish what Van Gieson styles. 
cytothesis, by means which prevent the production of toxins, 
rather than to rest satisfied with neutralizing them when in 
existence. I dare say that in many instances physicians in 
searching for the etiology of disease due to some auto-intoxicants 
fail to locate the primal defect because they do not look more 
carefully into the condition of and make a more thorough exam- 
ination of the rectum and sigmoid. 

Byron Robinson, in MATHEWS’ QUARTERLY JOURNAL OF 
RECTAL AND GASTRO-INTESTINAL DISEASES, July, 1896, reports 
that in two hundred cases he found adhesions of the sigmoid in 
170 of them, or in 85 per cent., and attributes them to the irritat- 
ing effect of the psoas muscle on the bowel when the latter con- 
tains pathogenic germs. I was unable to gather from the paper 
whether these adhesions were determined by macroscopic or 
microscopic examination. The average length of the meso- 
sigmoid is about three and a half inches, which permits, as you 
can readily see, of quite a wide range of motion. Curtailing this 
physiologic freedom of the sigmoid by adhesions at once renders 
it pathologic, which favors and invites constipation. In the same 
proportion that these adhesions interfere with the peristalsis and 
function of the sigmoid, to the same deyree will compensatory 
peristalsis of the colon be required to force the fecal mass through 
the sigmoid and on into and out through the rectum and anus. 
Herein, perhaps, lies one of the many causes of constipation and 
its evil effects—putrefaction, copremia, and auto-intoxication, 
with their attendant disturbances. Nowrecalling the fact that the 
rectum, including the anus, is the termination of myriads of nerve 
fibrils of all varieties, that its diseases, as Mr. Allingham says, 
“are among the most common that affect civilized humanity,” 
that because of its function, position, and intimate relations 
with other organs and parts, any pathologic condition existing 
within it must of necessity be in a state of almost constant irri- 
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tation, I do not see how any one could possibly conceive of a 
more typical or vulnerable point for the primal origin of protean 
reflex neuroses. These reflex neuroses may manifest themselves 
in a multiplicity of ways, and clinical observation is not wanting 
to demonstrate that they are capable of producing any and all of 
the neural, mental, and somatic disorders referred to in this paper, 
and many more. 

I do not wish to leave the impression, however, that rectal or 
sigmoid diseases, either directly or indirectly, are accountable 
for all the ills to which human flesh is heir—far from it—but I 
do desire to impress upon your minds the fact that they are 
much more frequent, and are accountable for a great many more 
general disturbances, than is usually supposed, and that no class 
of diseases more secretly infect and undermine the constitution. 
Strange as it may seem, yet because of the peculiarity of the 
nerve supply to the rectum and anus, trivial affections of these 
parts are often looked upon by the patient as serious, while truly 
serious and dangerous conditions are treated as if of no vital 
importance whatsoever. To illustrate how easily pathologic 
conditions of these structures may be overlooked, and their 
importance through the reflexes in general disturbances, I will 
briefly append a few cases: 

Case 1. Mr. H., aged thirty-four; commercial traveler. 
Had not been able to work for eighteen months because of a sup- 
posed stomach trouble. Had lost thirty-five pounds in this time, 
and had been treated during this period by some able physicians 
for indigestion. Finally, because of a slight constipation, he 
was referred to me for its treatment. Examination revealed an 
annular stricture of large caliber located about two inches above’ 
the anus, for which I operated at the Polyclinic Hospital. On 
divulsing the sphincter I found that this stricture was due to an 
old ulceration of which he had no knowledge and could give no 
information. The stomach trouble disappeared within a few days 
after the operation, and his bowels have been regular since. 

Case 2. Mr. B., aged sixty-seven; was referred to me Jan- 
uary last, by one of his physicians. This patient had in the pre- 
vious year consulted ten different physicians and surgeons, includ- 
ing some of our best surgeons and pathologists, for hemorrhoids 
and vesical calculi. Each assured him that he had neither 
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trouble, but that his suffering was caused by an enlarged pro- 
state and constipation. Examination revealed a number of large 
hemorrhoids, which I removed at the West Side Hospital in the 
presence of eighteen or twenty physicians. Before operating L 
suspected stone in the bladder, but he refused consultation or 
examination, as he had been assured by an eminent surgeon that 
none existed. A few days after the operation, because of intense 
suffering, he very reluctantly consented to a consultation with a 
genito-urinary specialist. I thereupon requested my friend, Dr. 
G. Frank Lydston, to see him, who found and removed a calculus 
the size of an English walnut and enucleated the prostate. 

These cases illustrate the necessity and importance of a thor- 
ough examination of the rectum, and show how easy it is to be 
deceived. No class of diseases is of more importance to the 
general practitioner than those occurring in and around the sig- 
moid, rectum, and anus. Every sufferer from constitutional 
troubles does not necessarily have a rectal disease, yet I unhesi- 
tatingly say that every individual who has a pathologic condition 
of these structures will, sooner or later, if it is not removed, be 
the victim of some general disturbance which can not possibly be 
cured as long as this pathologic condition remains. Many a 
victim, doubtless, has carried a neurosis to the grave, who simply 
for the relieving of a pathologic rectum would have enjoyed the 
blessings of this life. I have seen a number of cases of so-called 
hysteria cured by simply relieving a rectal irritation, and could 
cite many cases did time and space permit. Our inability to 
locate the primal cause of a patient’s suffering should not clothe 
us with authority to stamp him an hysteric. 

CasE 3. Mr. H., a prominent citizen of Louisville, who was 
supposed to be dying from the effects of cancer situated some- 
where in the abdominal or pelvic cavity, was completely restored 
to health by my friend, Dr. J. M. Mathews, who diagnosed and 
relieved him of a simple anal fissure. In this case the patient 
was said to be suffering from cancer instead of hysteria, because 
the irritation causing his supposed affliction did not happen to 
manifest itself in the form of hysteria, but copremia and the 
effects of auto-infection through the reflexes. 

Cask 4, Mrs. B., aged twenty-three, of Idaho, came to see me 
February last suffering from mental aberration, which was com- 
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, 
pletely relieved by curing her of hemorrhoids and rectal ulcera- 
tion. 

Dr. H. A. Hare, in Medicine, July 1896, reports a case of 
epileptiform convulsions cured by relieving a chronic constipa- 
tion. W. Lowe, in the Intercolonial Medical Journal, Mel- 
bourne, Australia, June, 1896, reports a case of sciatica associated 
with what seems to have been proctitis relieved by curing the 
latter. My friend, Dr. J. B. Bacon, in a paper read before the 
Chicago Medical Society, the 15th ult., stated that recently two 
cases had been referred to him for celiotomy, and that careful 
examination revealed the supposed pus tubes to be the sigmoid 
filled with fecal matter. 

The few brief opinions and cases herein quoted and reported 
will serve to show that diseases of the sigmoid and rectum are 
an important factor in general disturbances, and therefore are of 
much importance to the general practitioner. 
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Mr. President and Gentlemen: The Father of Medicine 
regarded internal hemorrhoids as a “ defluxion of pituitous mat- 
ter to the hemorrhoidal veins, whereby was evacuated the black 
bile or melancholic humor,” thus assigning to them an important 
office in the regulation of the vital functions. Following the 
teaching of their illustrious master, nearly all the conspicuous 
names among the ancient writers will be found subscribing to 
this view. And not until many centuries later, when Harvey’s 
great discovery made scientific medicine possible, did the pathol- 
ogy of the disease begin to be understood. 

But even the present century, with all its vaunted superiority, 
has not lacked for able advocates of vagaries almost as absurd. 
Scarcely more than sixty years ago the celebrated Trousseau 
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contended that the bleeding from internal hemorrhoids served a 
salutary purpose, and recommended that suppositories of tartar 
emetic or cupping glasses be employed to reproduce them when 
“ suppressed.” 

Among the authors of the present generation there is no con- 
tention as to the pathological nature of the disease; but the 
close student will not fail to note many discrepancies upon 
minor points in the modern literature of the subject. 

To the intelligent comprehension of this disease two basic 
facts seem to me essential: The first is that always and under all 
circumstances piles are pathological. I do not wish to be 
understood as holding to the opinion that hemorrhage from this 
source may not, in exceptional instances, act as a conservative 
process; but merely as maintaining that the condition which 
renders the hemorrhage possible is invariably abnormal, and with 
rare exceptions furnishes proper occasion for the application of 
remedial measures. The second fact is that neither the hemor- 
rhage nor the tumors, nor indeed both together, constitutes the 
disease. Rightly conceived, these are but symptoms. To em- 
ploy the eminently correct designation of Bodenhamer, the 
“hemorrhoidal disease,” properly considered, has to do with 
factors precedent to such local expression. As regards the hem- 
orrhage, there is no one at all experienced in this line of work 
who will not admit that hemorrhage is merely a phenomenon, 
inconstant, and valnable only as confirmatory evidence in the 
question of diagnosis. And again, cases are not rare in which 
the true hemorrhoidal condition exists, exhibiting hemorrhage 
and the whole array of subiective symptoms, yet without the 
presence of organized tumors. It has seemed to me, therefore, 
without going beyond the local condition, that hemorrhoids 
might be properly defined as that state of the hemorrhoidal veins 
marked by dilatation and varicosity of their distal extremities, 
and resulting, if long continued, in the development of vascular 
tumors. ‘The term itself isan unfortunate one, meaning literally 
nothing more than hemorrhage. Reason for its original applica- 
tion to this special malady we understand and can excuse. But 
its existence in the nomenclature of to-day is only another of the 
grotesque courtesies which modern medicine pays to the memory 
of the old masters. 
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Hemorrhoidal tumors naturally divide themselves into two 
great classes, external and internal. The former are located 
outside the external sphincter, covered by skin, and can not be 
introduced within the rectum, or, if so introduced, will not be 
retained. The latter are situated above the external sphincter, 
covered entirely by mucous membrane, and, when protruded, are 
capable of being returned within the rectum and retained there. 
These differences are clear cut and easily recognized; yet the 
mistake is often made by physician as well as patient of attempt- 
ing to procure relief from the pain attendant upon the external 
form by forcing the tumors above the grasp of the angry sphincter. 
Another class may also be recognized which partakes of the 
characteristics of the two mentioned, and is in fact simply a 
combination of them, ‘To it the name entero-external or externo- 
internal is applied. 

Coming at once to the etiology of internal hemorrhoids, to 

which variety subsequent remarks will be limited, we enter upon 
a broad and fertile field. In the causation of this, as of prac- 
tically all other rectal diseases, the blood supply of the part has 
most to say. Rapidly reviewing it, you will recall that the pouch 
of the rectum is supplied exclusively by the superior hemorrhoidal 
artery, the terminal branch of the inferior mesenteric, and that the 
blood from the corresponding area is returned by means of the 
inferior mesenteric vein into the portal circulation. Now, 
bearing in mind that all the radicles of the portal system are 
destitute of valves; that the hemorrhoidal veins, ascending for 
about three inches immediately beneath the mucous membrane, 
perforate the muscular coat at right angles and converge between 
the muscular and peritoneal coats to form the inferior mesenteric, 
and that for approximately two thirds of the time man maintains 
the erect attitude, we have the anatomical facts which explain 
the tendency of this region to assume a state of varicose turges- 
cence. ) 
Here, as in reference to diseases in general, the causes may be 
classified under two main heads, viz: predisposing and exciting. 
Not to weary you with useless detail, I summarize with the 
briefest possible comment: 

Predisposing Causes. The anatomical structure of the parts 
is entitled to first place under this head. In addition to this 
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there is a long list of other causes, some of which, scarcely less 
fantastic than ingenious in their conception, have furnished the 
occasions for keenest controversy. Standing, in my opinion, at 
the head of the predisposing causes which are universally 
admitted though accorded different degrees of significance, is (a) 
The state of the portal circulation. Any thing that prevents the 
portal vein from emptying itself freely into the liver must result 
in damming the column of blood back into its several radicles, 
thus producing engorgement and congestion of their distal 
extremities, No other organ in the body is so frequently subject 
to this condition. Indeed it may be properly regarded a normal 
condition under certain habitual circumstances, for after every 
meal and during the continuance of the digestive process the 
contents of the portal vein and its branches are enormously. 
increased and the liver itself in a state of physiological conges- 
tion. Ina pathological sense also this condition obtains in cer- 
tain cases with a regularity and persistence worthy of a better 
cause. Among all human ailments none is more widely preva- 
lent than that popularly known as torpid liver or biliousness, 
the exact nature of which it is far easier to surmise than to dem- 
onstrate. But we know from clinical observation that at such 
times the hemorrhoidal condition is peculiarly liable to develop, 
or if already present, to undergo acute exacerbation. (6) Closely 
associated with the cause just mentioned are those agencies which 
tend to its production—improper diet, indolent habit, sedentary 
life; in short, violation of hygienic law. The gourmand and 
the sluggard are conspicuous among the victims of this disease. 
(c) Sex. There would probably be little disproportion in the lia- 
bility of the two sexes to this malady were it not for pregnancy, 
style of dress, inactive life, etc., of women, all of which are 
counted predisposing factors. Fewer cases are encountered 
among them, however, doubtless because of their greater famil- 
iarity with pain and hemorrhage, the two symptoms which drive 
man post-haste to seek medical advice, and native modesty. (d) 
The question of the influence of heredity has long been a 
mooted one in this no less than in other diseases. We dismiss 
it by remarking simply that if there is truth in the generally 
accepted theory that a peculiar condition of other organs predis- 
posing them to certain affections can be inherited, there is no valid — 
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reason why the same might not apply to the rectum, (e) Age isa 
predisposing cause only to the extent that the majority of cases 
develop after maturity, both infancy and advanced life being 
comparatively exempt. (f/f) Climate. One of the many odd 
fancies entertained by the ancients was that this disease was 
especially prone to manifest itself in the spring when a northeast 
wind prevailed. But other influences than naturally result from 
the modification of diet, dress, and habit, incident to the different 
climates and seasons, would scarcely be admitted in this matter- 
of-fact age. 

Among exciting causes: (a) Constipation and the act of defeca- 
tion easily merit first consideration. It is the existence of the 
former which renders the latter operative, and its modus operandi 
is plain to understand. The passage of costive stools always 
requires strong muscular effort, and takes place in a direction 
opposite to the return blood current. The fecal mass acts as a 
mechanical impediment to the circulation, and as it descends in 
defecation forces the contents of the veins before it with suf- 
ficient violence to cause exireme dilatation of their terminal 
extremities, sometimes even rupture. An additional and weighty 
truth in this connection is that the voidance of such a stool and 
the straining which accompanies it necessarily produce great 
irritation of the swollen and congested surfaces at the outlet of 
the bowel, resulting not infrequently in noticeable traumatism. 
(6) The abuse of purgative medicines acts as exciting cause in 
several ways. In the first place, their after-effect is uniformly to 
increase the very condition which called for their use. Thus, 
what in the beginning might have been merely costiveness, is 
soon converted into a true disease, namely, constipation. Again, 
the majority of the agents of this class act as irritants to the 
intestinal mucous membrane, some of them seeming to expend 
their chief influence upon the rectum and colon. The result, if 
their use is persisted in, is chronic congestion of these parts. 
This added to the constipation which their constant employment 
certainly tends to confirm, constitutes an etiological factor not 
always recognized, but operative, doubtless, to an extent almost 
incredible. I stop here to say that the physician owes it to his 
clientele and to his profession to raise his voice in condemnation 
of this pernicious and widespread habit, and in denunciation of 
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“Carter’s Pills,” “De Witt’s Little Early Risers,” and the 
whole list of patent purgatives, with advertisements of which 
current literature literally teems, and the consumption of which 
is simply appalling. (c) The presence of other diseases of the 
parts, “ubi irritatio, ibi affluxus.” (d) Certain articles of diet 
seem occasionally to act directly as excitant causes, either in 
producing the disease or in lighting up an acute attack. Many 
instances of this are on record. But it is probable that the result 
is a secondary one, brought about through derangement of the 
liver function. (e) Few women pass through the pregnant state 
without suffering more or less severely from this complaint. 
Pressure upon the parts and obstruction of the circulation are 
the chief factors involved. Abdominal and pelvic neoplasms 
often act in a similar manner and to the same end. 

Numerous other causes are mentioned by writers upon the 
subject, such as spasmodic contraction of the sphincters, abuse 
of the venereal pleasure, emotional excitement, etc. But those 
above given are certainly more direct in action, less fanciful in 
conception, and sufficiently explanatory of the frequency of the 
disease. 

The symptoms of internal hemorrhoids vary with the stage 
of the affection. In the beginning scarcely more than a sense of 
fullness and slight discomfort about the terminal portion of the 
bowel is felt. And as a rule not until hemorrhage occurs or the 
tumors portrude is the patient led to apply for treatment. The 
former (hemorrhage) usually follows defecation, and may be 
excessive in amount. Cases are recorded in which the quantity 
lost is expressed in pounds, and described as occurring daily for 
weeks. When large amounts of blood are lost from this as from 
other sources, a train of symptoms is inaugurated readily referable 
to the resulting anemia. I have myself had several cases in 
which operation presented itself as a life-saving measure. 

Asa rule, protrusion only takes place in cases of long standing ; 
and not until this occurs does pain become a prominent symptom. 
When extruded and grasped by a spasmodic sphincter there is 
no condition accompanied by more intense suffering. 

In this, more perhaps than in any other rectal disease, are 
reflex phenomena encountered. These usually express themselves 
in pain variously referred, even though the part directly involved | 
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de entirely free from such sensation. Not always so, however. 
Several authors have reported cases of apparently typical epileptic 
seizures completely relieved by removing internal hemorrhoids. 
My own experience embraces two cases in which the seizures 
did not recur for many months after operation, and I have 
sometimes imagined that a permanent cure might have been 
effected in both by keeping the rectum and anus in a perfectly 
normal condition. 

The diagnosis of internal hemorrhoids is never a difficult 
matter. Those cases which present the two symptoms of 
hemorrhage and protrusion practically diagnose themselves. But 
neither is essential. In this department of work especially, 
inflexible adherence to one certain rule is of more worth than 
the most conclusive array of symptoms. That rule is to require 
a physical examination of every rectal case before instituting 
treatment. The importance of this rule can not be too strongly 
stated. Yet itis violated daily and habitually by men whose 
integrity and scientific acumen are beyond question. The laity 
recognizes no disease of the rectum but “ piles”—“ itching,” 
“blind,” “ bleeding,” or what not,—always piles; and such diag- 
nosis is uniformly ready at hand when the physician is consulted. 
The profession itself is responsible for the reproach which has 
so long and so justly attached to the treatment of this class of 
diseases. And not until the working rule is firmly established 
of insisting upon seeing what can be seen and feeling what can 
be felt in every instance, will the pile-salve and cure-without- 
pain advertisements daily flaunted in our faces cease to rob us 
of our self-respect and deprive us of profit to which we are justly 
entitled, 

A mistake often made in examination for internal hemorrhoids 
consists in searching for them too high up the bowel. They are 
never beyond two and a half inches from the anus, usually less. 
Except in old cases, where the vascular element has been largely 
replaced by organized connective tissue, itis extremely difficult to 
detect them by the sense of touch. But a good light and a 
bivalve speculum will quickly reveal them, and at the same time 
permit a careful search for associate pathological conditions 
which may stand in the relation either of cause or effect to the 
hemorrhoids. 
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I can not hope to discuss the treatment of this disease in a 
manner satisfactory either to you or myself in the few minutes 
of my time remaining. Its thorough discussion would require 
a separate paper. But, touching only upon the high places, it 
will perhaps be possible to present a brief synopsis of its more 
salient features. 

At the outset of the subject, two important practical questions 
suggest themselves for consideration: First, are internal hemor- 
rhoids ever salutary? and, second, should they be operated on 
when acutely inflamed? To both we answer, yes. In regard 
to the first, it is a fact borne out by clinical observation, as well 
as theory, that hemorrhage from this source in certain conditions 
acts as a conservative process, and the physician who views it 
with the eyes of a specialist only may fail to grasp the full sig- 
nificance of the affection. Notable among these conditions are 
cirrhosis of the liver and organic heart lesion, especially of the 
mitral valves. Theoretically we would infer that the vent 
afforded in these diseases to the overloaded venous circulation 
by such hemorrhage would result in holding in abeyance their 
more distressing sequele, thus adding to the comfort of the 
patient even though life itself were not prolonged thereby. 
Practically it has been demonstrated time and again that the 
rectal hemorrhage so frequently evident in association with these 
conditions in their later stages, is nature’s effort to regulate 
matters and afford relief. And when the source of such deple- 
tion has been removed by the injudicious surgeon, abdominal 
ascites and other effects of venous engorgement soon manifest 
themselves. In reference to the second question, the affirmative 
answer may be more briefly explained. Not often, except when 
driven by the pain associated with acute inflammation, do patients 
consult the surgeon for this trouble. Under such circumstances 
palliative treatment is rarely satisfactory either to patient or 
physician. And clinically it has been proved times without 
number that recovery is as speedy and the results of operation 
altogether just as good as when performed in the quiescent stage. 

Now, before taking up the treatment, one prefatory remark 
will bear repetition and emphasis. Hemorrhoids are always 
pathological. Palliative treatment is rarely curative. Therefore 
the surgeon conserves his patient’s interest at the same time that 
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he enhances his own, by invariably recommending operation, 
unless, of course, it be positively contra-indicated. 

Palliative treatment calls for separate notice only because, in 
spite of the surgeon’s advice, operation will occasionally be 
refused. In such event the point of first importance will be to 
return the tumors within the bowel—not always a simple matter. 
If much tumefaction exists, the application of ice-cold water or 
a bag of crushed ice will usually reduce it. Then by introduc- 
ing a finger well anointed with a stiff lubricant into the rectum, 
and making gentle upward pressure upon the tumors with the 
other hand, they can generally be replaced without great diffi- 
culty. In some cases it may be necessary, in order to accomplish 
this and prevent strangulation and gangrene, to incise the sphine- 
ter. Replacement having been effected, the main principles of 
medical treatment may be concisely stated: keep the bowels well 
open and their contents soft; active exercise; moderation in 
diet ; free application of cold water after every stool, and the 
occasional use of astringent applications. 

The operative procedures which have been advocated are 
numerous and varied. More prominent among them are: (1) 
Dilatation of the spincters; (2) the application of chemical 
caustics ; (3) injection; (4) electrolysis; (5) excision (White- 
head’s operation); (6) ligation; and (7) removal by clamp and 
cautery. Several of these can only be properly regarded as 
palliative ; others are to be condemned as dangerous and unsur- 
gical, and only the three last mentioned are worthy of serious 
consideration. In exceptional cases the Whitehead operation 
may be indicated and yield good results. But the frequency 
with which a slight modification of it, sailing under the magnificent 
title of ‘The American Operation,” is performed by a certain 
group of professionak nondescripts, calls for strongest censure. 

The ligature and clamp and cautery operations are the great 
rivals for the favor of the American profession. Each has its 
points of merit and able advocates to maintain them. But the 
question of superiority remains largely a matter of individual 
opinion, depending for the most part upon greater familiarity 
with the one preferred. For this reason, perhaps, I prefer the 
ligature. But comparing the two methods from the standpoint 
of general applicability, I am persuaded that the ligature opera- 
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tion has several important points of advantage, chief among 
which is its absolute freedom from danger of secondary hemor- 
rhage. In many cases these operations are done in private 
houses, and the surgeon can certainly feel a greater degree of 
security In leaving his patient if he knows that the rather large 
blood-vessels which enter into pile tumors are encircled by a 
good strong silk ligature, than when they are closed only by a 
thin crust of burnt tissue. 

I should have been glad to enter more in detail into this phase 
of the subject. But the technique of these operations is more or 
less familiar to all, and the discussion to follow will doubtless 
develop the many points which lack of time and the compre- 
hensiveness of my theme have forced me to omit. 

Concluding, I desire merely to say that if I have stated any 
point worthy of special emphasis, that point is the absolute 
necessity of physical examination before undertaking the treat- 
ment ofrectal cases. And if what has been said in that connection 
impresses any one as deserving of earnest consideration, I shall 
feel that my effort has not been in vain. 

164 North Cherry Street. 
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Ancient history gives evidence of the existence of chronic 
proctitis before the birth of Christ. Aretaeus, who lived about 
200 B. C., wrote of intestinal ulcers produced by dysentery, and 
no doubt during all the succeeding generations chronic proc- 
titis has claimed its share of victims. In point of reason we 
must believe that in those times the people were more subject to 
all kinds of intestinal disorders than those of the present day on 
account of their unhygienic surroundings, meager provisions 
against cold, and the character of food used in the early days of 
civilization. We thus see that chronic proctitis enjoys a most 
respectful antiquity, and yet it has never, even to this day, 
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received any thing like the study and attention that its impor- 
tance demands. 

The great trouble has been that it was not, in all its forms, 
classed as a surgical disease, demanding surgical skill in its 
diagnosis and treatment. The inclination of the profession in 
general has been, and is yet to a great extent, to allow rectal 
disorders to run their course obscurely and depend on nature 
for theircure. Ofcourse, some medicine is always prescribed, but 
nearly always in this the mistake is made of punishing the 
stomach for the sins of the rectum, without in any way relieving 
the rectal trouble. 

Fortunately for this class of sufferers the days of treating 
disease blindly are fast waning, and it will not be long before 
doctors will more fully appreciate the great injustice they do, 
not only to their patients but to themselves, by making careless 
and incorrect diagnoses and instituting irrational treatment. 
The nearer we treat the human body as the machinist treats his 
engine, by going direct to the disordered part to make repairs, 
the nearer we approach the true principle in the practice of med- 
icine and surgery. 

The diagnosis of a chronic rectal trouble should no longer be. 
made under cover, but in the glare of reflected rays of light. 
In making these examinations I use Kelly’s proctoscope in 
nearly all cases. The long speculum is very useful in some 
cases, but the mucous membrane drops in between the blades or 
prongs in such way as to obstruct the view, or contorts the lin- 
ing of the rectum so as to make the examination unsatisfactory. 
It is also more painful, and the mucous membrane is often 
pinched. 

In examinations with the protoscope the mucous membrane 
closes uniformly over the open end of the instrument as it is 
withdrawn. The patient may be placed in the lithotomy or 
knee-chest position. The latter is preferred when high exam- 
inations are to be made, as in this position the sigmoid flexure 
straightens itself as much as possible and allows the instrument 
to enter its fold. The instrument J use is nine inches long and 
one inch in diameter. It can be introduced with very little pain 
if well lubricated, when the operator is cautious and slow in 
introducing it. An assistant holds a bull’s-eye lantern or an 


30 TALLEY: CHRONIC PROCTITIS. 


electric light over the patient’s hips, and the rays are reflected into 
the rectum by a head-mirror. While the proctoscope is being 
withdrawn every part of the mucous membrane can be inspected. 

Chronic proctitis may follow the acute condition caused by 
either traumatism or some infection. Its first appearance may be 
of a subacute or chronic nature, this being the case especially when 
due to syphilis or tubercular infection. Passive pederasty is 
responsible for a large number of cases in some countries, but 
as this disgusting and unnatural practice is not so prevalent in 
the United States as in France, it does not play such an important 
role with us. Gonorrhea is a frequent cause among the demi- 
monde, as it is very easy for pus from the vagina to run down 
over the anus and gain access to the rectum. This form of proc- 
titis is not found in men unless they practice pederasty. The 
irritation produce by hardened feces in persons of constipated 
habit often leads to chronic proctitis. Inflammation surrounding 
a hemorrhoidal tumor, where the mucous membrane is in a state 
of passive congestion, may degenerate into this chronic trouble. 
In aggravated cases the mucous membrane becomes granular, 
tumefied, and ulcerated. In these cases the submucous cellular 
tissue is often invaded, and when the plastic material thrown out 
into its meshes becomes organized it contracts and causes a 
stenosing proctitis. We may also have an hypertrophy of the 
glandular structures and papillomatous vegetations appearing. 
Hence we have two varieties of non-specific chronic proctitis: 

First. ‘Those cases in which a diffuse, persistent inflamma- 
tion, superficial ulceration, papillomatous vegetations are the 
prominent features. 

Second. Those in which the submucous tissues are princi- 
pally involved in the hypertrophic process causing the prolifera- 
tive sténosing proctitis. This latter condition is often engrafted 
on the first, and both conditions may co-exist in any case. 

In the first class of cases ulcerations are rather common, and 
these ulcers are usually in the lower rectum. This condition 
follows very readily the acute inflammation, from any cause, in 
a chronically congested rectum in parties whose power of resist- 
ance has been weakened by any cachexia. 

The main symptom of this form of proctitis is slight tenes- 
mus with frequent muco-purulent stools, being at times streaked . 
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with blood; indeed, in some cases a large quantity of blood is 
constant in the discharges and forms the most prominent feature 
of the case. The sphincter muscle becomes so relaxed in some 
cases as to cause fecal incontinence. The patient becomes weak 
and very much emaciated. Unless the inflammation involve the 
mucous membrane encircled by the sphincter, the patient will 
experience very little acute pain; however, there is usually a 
feeling of extreme discomfort in the rectum. When these symp- 
toms have existed for a number of weeks or months you may be 
sure that your patient is suffering with some form of chronic 
proctitis, and a thorough examination should be made at once. 
A digital examination may reveal the presence of ulcers when 
situated low in the rectum; however, this should not satisfy the 
physician, even if it be a fact that a majority of the ulcers are 
within reach of the finger. The entire rectum should be thor- 
oughly inspected in every case, and to do this it is necessary to 
use the proctoscope. It should be remembered that the mucous 
membrane of the rectum has, normally, rather a congested 
appearance, and when healthy may be mistaken for disease if 
compared with mucous membrane of other parts of the body. 
Rest, in the recumbent position, is of paramount importance 
in the treatment of this form of proctitis. The diet should be 
of a liquid character, bland and nutritious. It is usually a dif- 
ficult matter to properly diet your patient unless he be placed in an 
infirmary and carefully watched, for if treated at home, when 
he begins to improve and becomes very hungry some improper 
food will be given in spite of your directions. It is best in most 
cases to divulse the sphincter muscle, especially when the trouble 
is low in the rectum. When this is done the patient’s bowels 
should first be thoroughly emptied with an aperient and the rec- 
tum washed out with a solution of boric acid; then the patient 
is anesthetized and the muscle paralyzed. After this the rectum 
is thoroughly inspected, and any ulcers discovered touched with 
a solution of nitrate of silver, 40-60 grains to the ounce. Where 
there is no ulceration but a diffuse chronic inflammation, the 
mucous membrane should be mopped with silver or copper of 
the strength of 30 grains to the ounce. The after-treatment con- 
sists in putting the patient to bed, washing rectum daily with 
warm boric-acid solution, and the use of suppositories of iodoform 
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and boric acid. <A very useful injection in this condition is 
sweet oil and iodoform, 7 grains to the ounce, a tablespoonful 
to be injected at bedtime. ‘These injections should be given 
with the hips elevated to prevent the oil from passing out. 

In very chronic cases, where the ulcers are extremely indolent, 
the solid stick of silver or crystal of copper may be used. In 
these cases it is necessary to make repeated applications before 
the ulcers become healthy and begin to heal. 

It is stated by some authorities that we never find chronic 
proctitis in children. [can not agree with this statement, as a 
case came under iny care a few years since in a boy four years of 
age. He had been passing considerable blood every time he 
went to stool for twelve months, averaging four or five stools 
daily. I had him anesthetized, divulsed the sphincter and exam- 
ined the rectum as thoroughly as I could with a speculum. The 
mucous membrane was intensely red and granular. I applied 
freely a solution of silver, 30 grains to the ounce, over a surface 
somewhat larger than a silver dollar. The after-treatment con- 
sisted of washing the rectum with a warm boric-acid solution 
and the injecting of a tablespoonful of sweet oil with three 
grains of iodoform at bedtime. This little patient was much 
better the day after the operation, when he passed very little 
blood. From that time on he steadily improved, and in six 
weeks was perfectly well. This was over two years ago, and he 
has had no recurrence of the trouble. During the twelve 
months he suffered he was continually taking medicine with no 
relief. | 

In very sluggish ulcers it is well to scarify or curette them 
before any application is made. Some works recommend enemata 
of starch-water and laudanum to relieve pain, but in my experience 
where much pain exists it is due to some trouble in the sphinc- 
ter area and is promptly and permanently relieved by divulsion 
of the sphincter muscle. Ido not favor any medication of the 
rectum except that which is stimulating, antiseptic, or cleansing. 
In extreme cases, where the above treatment fails to cure and the 
disease is situated just above the sphincter, Involving only a 
small area, it may be excised and the healthy membrane brought 
down and stitched to the skin at the anal margin, just as it is in 
Whitehead’s operation for hemorrhoids. Papillomatous vegeta- 
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tions should be destroyed by chromic acid or the thermo-cautery. 
When they are high in the rectum and can not be reached with 
the speculum, the authorities advise splitting the rectum and anus 
back through the median line to the coccyx, to gain access to 
the troubie; but I believe we will probably never have a case 
that can not be effectually treated through the proctoscope. 
Very rarely a case may present with a tumor too large to be 
treated in this way. 

The main feature of the proliferative stenosing proctitis is 
the involvement of the submucous connective tissues in a fibrous 
hyperplastic process which causes a thickening of the rectal walls 
and subsequent contraction and stenosis of the rectum. In this 
variety all the normal structures of the rectum are matted and 
fused together, the normal endothelium is changed, and the glands 
become atrophied. In some cases the inflammatory process 
extends into the peri-rectal tissues. 

The lower half of the rectum is usually the seat of trouble, 
and in most cases it does not extend more than one or two inches 
above the sphincter muscle. There is rarely more than one 
point of extreme contraction, and there may be a chronic super- 
ficial ulcerative proctitis both above and below the constriction. 
The lumen of this stricture may become very small, but rarely 
closes entirely, as the passing of feces keeps up a certain amount 
of dilatation. This form of proctitis usually follows and is a 
late stage of the chronic ulcerative variety. 

For the deep tissues to become affected it is not necessary for 
these ulcerations to be extensive, but just sufficiently large to 
admit the infection. In some of these cases we get a history of 
syphilis, but in none of them have I been able to cause any 
absorption or disappearance of the inflammatory products by 
administering anti-syphilitic treatment. So it appears that if 
the primary lesion was of a syphilitic nature, it only acted asa 
simple ulcer in opening up the structures of the bowel to deep 
infection. An inflammatory thickening of the rectal walls due 
to tubercular infection is usually accompanied by extensive tuber- 
cular ulcerations and evidences in other parts of the body of 
tuberculosis. 

A patient suffering with stenosing proctitis will notice an 
increasing difficulty in defecation. In the morning there is often 
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a feeling of urgent necessity to evacuate the bowels, but when 
he goes to stool he strains long and accomplishes little, and 
does uot experience that relief which follows a thorough evacu- 
ation. He frequently passes little hard balls of fecal matter, 
and when the constriction is low, the mold of the fecal mass will 
somewhat resemble a lead pencil or a small tape. In this con- 
dition it is very easy for obstruction to occur from a blocking of 
the small passage with hardened feces. More can be learned of 
this condition by digital examination than any other way. Instru- 
ments can not be used on account of the constriction. By the 
finger you can distinguish a diffuse thickening of the rectal walls 
with a constriction, in many cases, which will not allow it to 
pass. Strictures due to the healing of ulcers have a different 
feeling; they are irregular, and sharp bands project into the 
bowel. Carcinoma of the rectum may be eliminated bv. the 
history of the case. 

This stenosed condition of the rectum never recedes sponta- 
neously, nor is it benefited by any internal medication. It may 
be treated by palliative means or dealt with in a radical way. 
The best palliative method is to dilate as much as possible with 
elastic bougies and continue to pass them, at intervals, indefi- 
nitely. The Wales bougie is to be preferred, as it is hollow, and 
water may pass through while it is being introduced, to press the 
mucous folds out of the way and keep the instrument from 
eatching in them. These bougies should not be passed oftener 
than every five days. 

When the stricture is very resistant, an internal proctotomy 
should be performed to facilitate dilatation. There is little dan- 
ger in this operation when the stricture is not more than two 
inches above the sphincter muscle. After internal proctotomy 
it is generally advisable to forcibly divulse the stricture with an 
instrument made especially for the purpose. Even after the 
latter procedure it is a good plan to pass soft rubber bougies 
occasionally to avoid a recurrence of the stenosis. 
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GASTRO-INTESTINAL DISEASE. 


APPENDICITIS. 


BY KE. L. LARKINS, M. iD. 
TERRE HAUTE, IND. 


The vermiform appendix in man is one of the sixty-five ves- 
tigial structures retained while passing through the stages of a 
lower development, and is the only rudimentary structure found 
connected with the alimentary canal. It appears to be a remnant 
of the shortened cecum due to change in diet, habits, etc., of 
various animals. With the disuse of the organ there comes 
reversion of type and retrograde changes, or arrest of develop- 
ment of tissue in the embryonic stage. In the male the blood 
supply of the organ isasmall artery arising from the anastomosing 
arches of the colic arteries. In the female this is usually rein- 
forced by a small twig from the ovarian. Hence the low degree 
of vitality with which it is endowed, and the consequent ease 
with which its tissues become the seat of inflammatory or degen- 
erative changes. Add to this the mechanical effect of position, 
impaction, ete., and the facility with which its structures are 
invaded by micro-organisms, and we have the appellation 
“death trap” fully verified. The appendix is attached to the 
posterior wall of the cecum, from one to one and a half inches 
below the ileo-cecal valve, is from one half to six inches in 
length, and its diameter that of a goose quill. 

The nerve supply is derived from the superior mesenteric 
plexus of the sympathetic, a fact always to be remembered in 
dealing with pain, especially that of an ill-defined character in 
the abdominal cavity. Peculiarities in the anatomy of the ap- 
pendicular artery should always be taken into account. In some 
cases, according to Fowler, branches are given off as the artery 
passes outward ; in others none are given off until the end of the 
appendix is reached, where it perforates the muscular coat, and 
branches are directed backward toward the base. The organ is 
covered externally by peritoneum and lined internally with 
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mucous membrane containing the crypts of Lieberktihn, and a 
large amount of lymphoid tissue, thus increasing its absorptive 
power. The mucous membrane is easily separated from the 
muscular coat on account of the intervention of a large amount 
of very loose cellular tissue. This allows ready dissemination 
of inflammatory exudates, and together with the limited blood 
supply renders the organ easily congested, or even gangrenous in 
a short time. In the great majority of cases the vermiform 
appendix is intraperitoneal, but authors differ as to the exact 
per cent. In some cases it is partly intra- and partly extra- 
peritoneal. In such cases perforation would or would not 
involve the peritoneal cavity, owing to whether rupture takes 
place at the apex or base of the organ. ‘These may be the cases 
where an abscess is found, and the appendix lies partly within 
and partly without the cavity, perforation occurring extraperi- 
toneally. In many cases old inflammatory adhesions make it 
impossible to tell the original position of the appendix. The 
mesentery of the appendix is formed by a fold of the peritoneum, 
and contains the appendicular artery. 

The position of the appendix in the abdomen varies, seem- 
ingly without any relation to its size, length or attachment to the 
cecum. But no matter what the position or where situated, 
“the anterior longitudinal band of the cecum will always run 
directly to the base of the appendix.” The lymphatics of the 
appendix converge to a chain of glands at its base, and may 
empty into those of the ovary by passing along the appendiculo- 
ovarian ligament, thus forming a communication through which 
septic matter may pass and produce an ovarian or peri-ovarian 
abscess. A case was recently reported where the patient was 
operated upon for ovarian abscess and pyosalpinx, and the 
operator, by digital exploration, finding an appendix distended 
to an enormous size with fluid, carefully removed the organ. It 
was found to contain a large quantity of pus, but no symptoms 
had been present directing attention to it. This may have been 
the cause of the abscess for which the operation was performed. 

Since 1803, when Laennec first gave a complete description 
of the peritoneum, the combined results of observation, experi- 
ence, and post-mortem examinations have clearly demonstrated 
that the great majority of cases of peritonitis are due to a dis- | 
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eased appendix. Eliminating puerperal peritonitis and_ that 
caused by diseases of the uterus and its adnexa, and we have all 
but about four per cent. from this cause alone. Laennec, how- 
ever, did not recognize a connection between appendicular dis- 
ease and peritonitis, although he gave a minute description of 
the post-mortem appearance of inflammatory diseases in the right 
iliac fossa; and the writings of the great Dupuytren, as late as 
1833, do not associate the two diseases. In 1848 Hancock 
operated on one case and advocated an early operation in all; 
but it was not until 1867 that Willard Parker, of New York, first 
demonstrated by a series of cases that an early operation gave 
remarkable results when compared with the expectant plan of 
treatment. From this time on, with the weight of such authority 
in favor of early operative interference, many surgeons and phy- 
sicians carefully studied their cases with this end in view, and 
the conclusion arrived at during the last decade is that early 
removal is the recognized treatment of the disease. While this 
is true as a surgical principle, it does not follow as a medical 
maxim. When we consider the great number of cases occurring 
each year, recognized early and treated empirically or symtom- 
atically, and ending in recovery, we are forced to the conclusion 
that the necessity for an operation does not exist in every case of 
appendicitis. That the disease is more often recognized now than in 
the past, when it was held to be of a different nature, there can be no 
doubt, and herein lies the misleading factor of statistical mor- 
tality. As a rule, statistics are based upon reports made by 
specialists or surgeons doing a large consulting or hospital 
practice, and they are necessarily called when the case assumes a 
serious aspect, either to make or confirm a diagnosis, or to con- 
sider the advisability of an operation, or both. Thus they only 
see the really bad cases, in all of which an operation is demanded. 
Conclusions reached by reasoning from premises based upon such 
statistics can not be accurate. If to this could be added the 
geat number of cases seen by the general practitioner, recognized 
early and treated in a rational manner, or diagnosed as a differ- 
ent malady and treated empirically with recovery ‘n both, the 
per cent. of operative cases would be materially reduced. 

That the disease is of more frequent occurrence than is gen- 
erally supposed there can be no doubt, and the statement made by 

. | 4 
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Carstens, of Detroit, that only one case in a year occurs to every 
two thousand of the population, and that a physician doing a fair 
business would only see a case once in about three years, is in 
my opinion and experience a statement far short of the facts. 
Doing only a limited business myself, I see on an average from 
twelve to fifteen cases a year, with two or three of that number 
necessitating an operation. At one time within the last three 
months I had under my care four well-defined cases of the dis- 
ease—one at the hospital, on whom I had operated, and three at 
their homes, all of whom recovered. I take this asa fair average 
of the general practitioner. Within the past year, in our city 
and vicinity, several deaths have occurred from the disease, but 
whether all were operated upon or not Ido not know. There 
have also been quite a number operated upon with recovery, but I 
have no means of giving even approximate figures in either case. 
Thus it is fair to conclude that many cases will recover without 
an operation, and it is likewise a fact that some will die, no mat- 
ter when or by whom. operated upon. In this connection I 
might add that I believe some cases of appendicitis die without 
being recognized, especially those of a fulminant character, where 
the rapid onset of the disease with symptoms referable to the 
epigastrium, as pain, vomiting, oppression, etc., followed in a 
few hours by septic peritonitis, the local disease being so obscured 
that it is entirely overlooked. The fact that many cases of 
appendicitis recover without an operation militates against the 
general practitioner advising an operation in all, for two reasons: 
(1) He knows many cases will recover without it, and the gen- 
eral fear of the knife will deter many patients from submitting 
to it unless as a last resort. If he advises an operation in all, 
many will refuse and recover, and his judgment will soon be 
doubted by the public. (2) When he turns the patient over to 
the specialist or surgeon, as a rule the case passes out of his 
hands. | Thus he acts according to the first law of nature, self- 
preservation, and exercises his judgment and ability in defense 
of such actions. The hospital surgeon and the specialist with a 
private institution are placed in a very different light to the 
public eye, when compared to the family physician, for what the 
one could do with impunity, the other would be severely con- 
demned. That errors have been made by physicians waiting too 
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long and lives sacrificed that might have been saved by an early 
operation, there can be no doubt, and that patients have made the 
fatal mistake in refusing to have it done is only too sadly attested 
by experience. This only emphasizes the necessity for a thor- 
ough study of all cases in order, if possible, to reach a practical 
classification and define the symptoms common io each. 

Our theories of the causes of appendicitis have changed as 
our knowledge of the disease has increased. Formerly it was 
thought to be only mechanical from obstruction of the lumen of 
the organ by some foreign substance, as a cherry pit, grape seed, 
etc. Now it is know that these play little, if any, part in the 
production of the disease. Foreign substances are probably 
found in the majority of cases, but it is thought that disease of 
the organ must precede the ingress, lessening its repelling power 
and enlarging the lumen, especially at the bowel. Anatomical 
conditions, such as a large opening, length of appendix, and 
attachment of its mesentery, favor development of appendicitis. 
When the mesentery of the appendix is short, the organ is 
usually twisted upon itself, thus preventing free drainage. To 
the occlusion from the twisting of the organ may be added 
stricture and fecal concretions, but the effect of the latter is diffi- 
cult to estimate. A dependent position of the appendix neces- 
sarily favors a production of the disease. The interior of 
the appendix may be entirely cut off from communication with 
the bowel by closure of its lumen at their juncture, as in a case 
recently operated upon by the writer. A careful examination 
with a fine probe failed to disclose any opening. J ormer attacks 
had closed the cecal end and produced adhesions difficult to sepa- 
rate. In another case, repeated attacks had caused adhesive bands 
which finally produced intestinal obstruction, for which the lapa- 
rotomy was made. The appendix was found to be acutely inflamed, 
the mucous membrane gangrenous, and the exterior studded with 
points of suppuration about the size of a pin head. In this case the 
recuperative power of the bowel is well shown. From six to ten 
inches above and below tiie attachment of the appendix the whole 
bowel was deeply congested, and in spots almost disintegrated. 
We contemplated removing a part of it, but the condition of the 
patient would not warrant the procedure. The appendix was 
removed, the intestines exposed were returned, the wound firmly 
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closed, and the patient put to bed as quickly as possible. He 
made a rapid and uninterrupted recovery. 

Where the cavity of the appendix is shut off fan the bowel 
fad forms a closed sac, the ever present bacteria become viru- 
lent by reason of the absence of the antiseptic intestinal fluids. 
The mucous membrane of the appendix may become the seat of 
catarrhal inflammation, the same as that in other parts of the 
body. The fact that influenza causes catarrhal inflammation of 
mucous surfaces, and that it has prevailed widely and severely in 
the last few years, is given by some as a cause for the apparent 
increase of appendicitis in the last half decade. There is no 
good reason why this may not be true. The erypts of Lieber- 
kuhn in the mucous membrane of the appendix may become the 
seat of typhoid ulceration with subsequent perforation. With 
an acutely inflamed appendix from this cause the differential 
diagnosis of appendicitis from typhoid fever, especially in the 
first few days, is difficult if not impossible. This may account 
for the presence of a well-defined tumor in the region of the 
ileo-cecal valve in many cases of typhoid fever, the appendiceal 
involvement being entirely overlooked. The relative frequency 
of perforation. from typhoid ulceration has been variously 
estimated, but nothing reliable has been recorded. The appendix 
may become the seat of tuberculous or carcinomatous disease, 
but this is said to be very rare. The effect of chronic appendi- 
citis upon the functions of the digestive tract has not received 
the attention its importance demands. Many of the chronic 
gastric disturbances, especially those classed under the head of 
“nervous dyspepsia,’ are largely reflex, due to the effect of 
chronic appendiceal disease. This is shown by complete recovery 
after removal of the organ. 

The diagnosis of appendicitis is based upon constitutional 
and local symptoms, both of which may vary greatly in mild or 
severe cases, Of the former the temperature and pulse are the 
best guide, and of these the pulse is the most reliable. ‘The 
pulse-respiration ratio is not found in appendicitis. 

The ratio between temperature and pulse, as usually obtains 
in the infective fevers, is very seldom found. The pulse will 
range from ten to twenty beats higher, and remain unduly ex- 
cited when the temperature falls. This is especially noticeable 
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and persistent when suppuration takes place, although it is not 
an infallible sign of such an occurrence. Of the local symptoms, 
we have pain in the right iliac fossa, which at first is often dif- 
fused throughout the abdomen, but later becomes localized, 
tenderness on pressure over the region of the appendix, rigidity 
of the right rectus muscle; and in the majority of cases, by care- 
ful examination, a well-defined induration can be made out even 
at a very early stage of the disease. Occasionally the pain may 
be referred to the epigastric region throughout the whole course 
of theattack. I distinctly remember one case, occurring several 
years ago, in which about all that was complained of was a deep, 
boring pain in the pit of the stomach, confined to an area about 
the size of a half dollar. In this case the diagnosis was con- 
firmed by an autopsy. The pain in the appendix will often appear 
to pass directly through to the right lumbar region, and this, 
together with local tenderness, I regard as a very important 
symptom of the disease. Coincident with or closely following 
the beginning of pain, vomiting usually occurs. In the early 
stages this will often mask the true nature of the disease, and we 
should be very careful in such cases with our therapeutic meas- 
ures in order to avoid doing harm, and reserved in expressing an 
opinion, lest our diagnosis will need to be revised. Especially 
is this true in acute primary attacks and of exacerbations in the 
chronic type. The history of a sudden onset of pain, perhaps 
preceded a few days by a soreness and stiffness in the right side 
of the abdomen, loss of appetite, and restless sleep, and in many 
cases a general muscular soreness with aching in the limbs and 
back resembling the infection of malaria or influenza, should put 
us on our guard and elicit a very careful examination. | 
There is vomiting, and the pain, if diffused, soon becomes local- 
ized in the right iliac fossa. A pronounced chill or chilly sensation 
is usually experienced, succeeded in a few hours by a rise of 
temperature. This will vary from 100° to 108° or higher, owing 
somewhat to the amount of local disturbance, and will often fol- 
low the diurnal curve of temperature of the infectious fevers. 
Hence the liability to error, especially when local tenderness is 
not pronounced, since malaria complicates all diseases in many 
localities. There is this difference to be observed, and a very 
important one, viz., the subsidence of fever at night is not fol- 
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lowed by sweating until suppuration occurs, and then the tem- 
perature curve will be lower or fall to or below the normal. A 
temperature of 102° continuing into the second day with a per- 
sistence of considerable local tenderness indicates the necessity 
for an immediate removal of the appendix. The pulse imme- 
diately partakes of the local disturbance and rises all the way 
from normal to 120, owing, as I believe, to the amount of peri- 
toneal involvement. Where the pulse does not exceed 90, an 
operation will seldom be necessary. Above this the danger 
increases, and a pulse of 100 or over maintained into the second 
day warrants an immediate operation. This will be true irre- 
spective of the amount of local tenderness. When suppuration 
is established, although the temperature may fall and excessive 
sweating occur during sleep, a high pulse rate is almost always 
maintained. 

Local tenderness in the right iliac fossa, accompanied by 
pain passing directly through to the right lumbar region, is 
probably the most important symptom of appendicitis. This is 
to be differentiated from lumbayo and ovarian irritation or 
inflammation. As a rule the area of greatest tenderness will be 
over the McBurney point, but when the appendix is long and 
suppuration is about to take place in the outer third of the organ, 
tenderness will be greatest over the diseased part. Especially is 
this true if the end of the appendix overhangs the pelvis. In this 
case the spot of greatest tenderness will be found at the intersec- 
tion of a line drawn from the anterior superior iliac crest to a 
point midway between the umbilicus and the pubic arch with 
one from the middle of Poupart’s ligament to the tip of the 
ensiform cartilage. In these cases also the functions of the 
bladder become disturbed, producing frequent micturition, pain, 
and tenesmus. In the pregnant female abortion is almost certain 
to occur. ) 

The pain of appendicitis may be of an acute, lancinating, or 
dull aching character. It is generally, at first, diffused through- 
out the abdomen, but usually within the first twenty-four hours 
becomes localized in the right iliac fossa. Occasionally the 
greatest intensity may be referred to the epigastric region. A 
peculiarity of the pain from appendiceal disease is that the 
majority of patients describe it as passing from the appendix 
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directly through to the right lumbar region, as though they were 
being transfixed with a sharp-pointed instrument. From my 
experience I regard this as almost pathognomonic of the disease. 

The position of the patient in bed with appendicitis is almost 
or quite as characteristic of the disease as is that of one suffering 
from pericarditis. ‘The usual position is upon the back, with the 
right leg drawn up and the left one on the bed kept nearly or 
quite straight. The shoulders are slightly raised, and the upper 
part of the body and head inclined a little to the right. It can 
readily be seen why this position is assumed, as it is the one best 
calculated to relieve tension and prevent motion in the diseased 
area, There is inability to lie upon the left side on account of 
pain from increased tension, and when the change from the back 
is made the patient will turn completely to the right side and flex 
both legs upon the body. Occasionally intense pain will be 
complained of in the right testicle of the male and in the right 
labia of the female. 

Given a diagnosis, what shall be done for appendicitis? If 
the proposition to operate on every case is the correct one and 
could be practically carried out, then there would of course be 
no difficulty in determining what to do and in applying the 
remedy. But there are so many obstacles, both lay and profes- 
sional, to such a course that it is impossible at present to carry it 
to a practical conclusion. If all patients were governed by 
reason and intelligent advice, instead of fear and superstition, as 
many of them are, then the practice of medicine and surgery 
would be more pleasant and satisfactory. To overcome the 
prejudice existing against the proper use of the knife, plus the 
net effects of its improper use, will require years of work and 
education. ‘T’o some an operation, especially one as they regard 
of such magnitude as appendectomy, is synonymous with death, 
and procrastination will usually steal their time away until the 
operation actually means death. The profession probably takes 
too conservative a view of the subject, and lives are in this way 
sacrificed that might otherwise be saved. Only time and careful 
study and observation can overcome both difficulties. What will 
be the difference in mortality between those cases subjected to 
medical supervision and an operation made, when indicated, and 
those where an operation is made as soon as a diagnosis has been 


44 LARKINS: APPENDICITIS. 


established? Obviously not very great, but herein lies the bat- 
tle-field of the war waged by surgery against the appendix. The 
advocates of an early operation base their claims, and justly, too, 
upon four propositions : 

1. It can not be foretold with any degree of certainty which 
case will go on to suppuration. 

2. Delay increases the liability to suppuration, and conse- 
quently greatly endangers the success of a necessary operation. 

3. Removal of the appendix precludes the possibility of a 
return of the disease, and this can not always be done after an 
abscess has formed ; and, 

4, Where the organ is not removed, one attack predisposes 
to subsequent ones. 

Against this may be set the fact that the majority of cases 
recover without an operation; and, that a majority recover from 
a necessary operation. So that in one hundred cases the per 
cent. of deaths will not be large. In the one hundred cases 
operated upon, the deaths from unavoidable causes, plus the acci- 
dents of the operation, will about equal the mortality in the first 
series, 

When called to a case of appendicitis, the first thing I do is 
to advise rest in bed and to explain to the patient and friends 
the reason for the necessity of avoiding the use of opiates. There 
is usually pain and they expect relief, but opiates should not be 
used, as the relief of pain will give a false sense of security and 
rob the physician of his best guide to the progress of the disease. 
For the relief of pain I rely upon the use of hot applications, 
with perhaps the addition of turpentine. In the majority of 
cases not complicated by abscess, the pain will cease after free 
action of the bowels by cathartics. There may be a catarrhal 
dysentery caused by the appendicitis, but this is improved by 
mild catharsis. I usually prescribe one fourth to one half 
grain of calomel every one or two hours until three or four 
grains are taken, followed in three hours after the last dose by 
one half ounce of castor-oil. I prefer the small repeated doses 
rather than one large one. The calomel has a dual effect—to 
quiet the nausea nearly always present, and to relieve the 
bowels. If vomiting and thirst are present, I use water, rather 
freely, that has been boiled and cooled by putting in a jar sur- 
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rounded by ice. Also small pellets of ice to swallow. A strong 
mustard plaster over the stomach will often be of service. In 
addition to this, I give three or four grains of quinine every 
three hours to eliminate the malarial element. I am quite pos- 
itive that the latter is good practice. The diet should be 
restricted to animal broths and milk, or milk with seltzer. 
Fibrifuge mixtures, or drugs such as antipyrine, phenacetin, 
antifebrin, etc., should not be given, as they weaken the pulse, 
aud by reducing the fever, when present, destroy a guide to the 
necessity for an operation. 

This, in brief, will constitute the medicinal and dietary 
treatment of appendicitis. If by the second or at farthest 
by the third day, when the bowels have been freely moved, 
the pain and tenderness are unrelieved, the temperature above 
101°, and the pulse above ninety, or the temperature normal 
and the pulse above one hundred, the sooner an appendec- 
tomy is made the better. Especially is this true if vesical irri- 
tation and tenesmus are present. Cases with sudden and violent 
onset, showing symptoms of great peritoneal irritation or rupture, 
should be immediately operated upon ; also in recurrent attacks. 
It is unnecessary to say that every antiseptic precaution should be 
taken when an operation is made. LHspecial care should be 
taken, when an abscess exists, to protect the peritoneum from 
infection. When adhesions to the abdominal parietes exist, but 
the incision opens the general peritoneal cavity, careful explora- 
tion with the finger should be made to determine the point of 
election of the abscess. If this can be done, the opening should 
be carefully closed and thoroughly protected, and a second incis- 
- lon made over the abscess. If only limited adhesions exist, the 
general peritoneal cavity shouid be artificially walled off by 
packing around the opening with strips of iodoform gauze, six 
or eight inches long, always counting the number used. Search 
should then be carefully made for the abscess, which in the 
majority of cases will be found post-cecal. When this is opened 
and drained, digital examination of the cavity should be made to 
find the appendix. If it is found hanging free in the cavity it 
’ should be removed, but if adherent and forming a part of the 
abscess wall no effort should be made at removal at this time. 
The cavity should be gently but thoroughly irrigated with a 
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warm bichloride solution one to ten thousand, then sponged dry, 
and disinfected with full strength solution of hydrogen dioxide, 
packed with gauze for drainage, and dressings applied. ‘This 
should be left nm stu for forty-eight hours unless there is a rise 
of temperature. In this case the dressings and gauze should be 
removed and the wound irrigated with a warm salt solution. 
This should be repeated once, twice, or more times in the 
twenty-four hours, according to the fever, and continued as long 
as there is an elevation of temperature. After each irrigation a 
sufficient amount of gauze to keep the wound open should be 
introduced, and passed down to the bottom of the cavity. This is 
important, as it keeps the wound open, gives free drainage, and 
prevents burrowing. By this time adhesions will be so firm that 
there will be little danger of breaking through the abscess wall. 
If there is no fever, the dressings can be changed when neces- 
sary, but the irrigation will not be required. | 

The method of treating the stump of the amputated appendix 
is a subject still under discussion. Evidently they can not all 
be treated the same way, as very different conditions will be met 
with. Perhaps in the majority of cases, where no abscess exists, 
the method of making a cuff by a circular incision, peeling down 
the peritoneal coat, dilating the opening into the bowel, invag- 
inating, stitching, and patching with peritoneum will give the 
best results; or simply ligitating and cutting off beyond the 
ligature and cauterizing the cut end with pure carbolic acid. 
The latter will answer where there is an abscess. 

Note.—Since writing the above I have had five cases, one 
necessitating an operation, an abscess existing apparently a long - 
time from recurrent attacks, with death resulting from sepsis 
commencing before the operation, and from an accidental rupture 
of the abscess into the peritoneal cavity. The other four recov- 
ered. One of these, a man twenty-five years old, gave a history 
of attacks recurring every three or four months for the past two 
years. He has consented to have the appendix removed in a 
few weeks. Another is that of a young lady of Greencastle, 
Ind., who was taken sick while visiting in this city. After 
recovery she returned home, and was persuaded by her friends 
to have an operation made. She was sent to the Wesley Hos- 
pital, Chicago, and I append the letter of Dr. Graham, who 
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had charge of the case, which shows his good judgment and 
skill: 


Cuicago, ILtL., November 28, 1897. 
EK. L. Larxins, M.D. 

Dear Doctor: Miss Duncan, about whom you write, came into my service 
at the Wesley Hospital about two weeks ago. Although free from symp- 
toms at the time, she gave the history of two attacks of appendicitis, from the 
last one of which she had recently recovered under the care of yourself and 
Dr. Young. 

I considered the indications clear for removing the appendix, and did so. 
She is about well of the operation, and will soon leave for home. The appendix 
contained a small amount of fecal matter, but no concretion. The lumen of 
the cecal end. was contracted and of the free end dilated. There were no sur- 
rounding pathological adhesions, but the dense and thickened walls, and the 
changes in the mucous membrane, pointed unmistakably to previous inflam- 
mation which had stopped short of perforation. ‘Yours, etc., 

D. W. GrauaM. 
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History notes that Dr. Mason Good gave one of the first 
communications in regard to the above disease, in 1825, under 
the name ‘ diarrhea tubularis.” Woodward collected the litera- 
ture up to 1879, in the medical and surgical history of the War 
of the Rebellion, Vol. 1. Da Costa wrote in regard to the dis- 
ease, as also Leyden, in 1892. But Nothnagel in 1884 wrote an 
excellent essay on the disease, naming it colica mucosa. In 1884 
Krysinski, of Jena, wrote an inaugural thesis on the disease, detail- 
ing six cases, and sought to establish the cause of the disease in 
the presence and effect of micro-organisms. It appears that 
Leube thought it a nervous affection, as well as Vanni, Pick 
has recently written a short essay on the subject, as also has 


Marchand. 
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The reason that so many different names have been applied 
to this disease is on account of the various views as to its causa- 
tion. If the disease consists of an epithelial inflammation, a 
catarrh, we can be satisfied with the designation, enteritis mem- 
branacea; but should there exist only increased mucous secretion, 
without inflammation, colica mucosa would signify. However, 
my studies on the subject have induced me to adopt the term, 
secretion neurosis of the colon. It appears from a general view of 
the subject, that it is probable there are two ill-defined diseases in 
this field, 7. ¢., one is enteritis, and the other a simple increase of 
mucous secretion.- Again, autopsies are so rare on subjects dying 
of secretion neurosis of the colon that no pathologic basis is yet 
definitely established. An ante-mortem diagnosis must be con- 
firmed by a post-mortem before any pathology can be accepted 
or established. | 

All observers agree that secretion neurosis of the colon con- 
sists in the peculiar formation and evacuation of mucous stools. 
The clinical symptoms are colicky pains and the evacuation of 
masses of mucus. The mucous masses may consist of flat, even 
membranes, long bands, ribbons or shreds, rolled up tubes. 
Some portions assume a spiral form. Some writers assert that 
the masses are fibrinous, but I have examined quite a number 
and have never observed fibrin. The mucous masses are white, 
gray white, or they assume the color due to the mixing of mucus 
and feces—yellowish brown. By placing the mucous masses in 
water they unroll, partially dissolve. However, the peculiar 
form of the mucous masses may be retained in bottles of water 
for several days, as we have noted in one case. The quantities 
of mucous masses evacuated by some patients is enormous. In 
a female attended by Dr. Lucy Waite and myself, the patient 
would occasionally evacuate nearly half a pint of mucous mem- 
branes, masses, bands, tubes, or net-formed substances. In a 
male the evacuation showed more string or ribbon-like processes. 
All observers agree that women are the chief subjects of secretion 
neurosis of the colon. Litten estimates that 80 per cent. are 
women, and according to Kitagawa 90 per cent. are female 
subjects. Dr. Evans says that of the many samples sent to the 
Columbus Medical Laboratory, 80 per cent. are women. 

I had a typical case in a man of thirty-six years of age, who- 


ROBINSON: SECRETION NEUROSIS OF THE COLON. 49 


had the disease for nine or ten years. Some report cases in men 
and children. I never saw a typical case in a child. Almost 
all writers agree that the women who are subjects of secretion 
neurosis of the colon are neurotic, nervous, hysteric, or hypo- 
chondriac. So far as I have observed, the men possess a similar 
neurotic or hypochondriac tendency. 7 

It is a characteristic of patients who are afflicted with secre- 
tion neurosis of the colon to have suffered from constipation (a 
neurosis of the fecal reservoir) for long periods previous to the 
outbreak of the disease. However, this accords with my view 
that constipation is a neurosis of the colon or fecal reservoir. 
The attacks of such patients are irregular, but endure for years. 
Pain may suddenly arise in the the abdomen of a colicky nature 
and continue until masses of mucus and occasionally feces are 
expelled. ‘The attacks of pain may be extremely severe, espe- 
cially when large masses of mucus are evacuated. So far as I 
could discover, the pain is chiefly located in the transverse colon, 
the descending colon, and the sigmoid flexure, in general over the 
left abdominal region. However, when the colicky pain is severe 
and continuous, the patient may complain of pain in the whole 
abdominal region. Some of my patients complained of pain 
running down the legs. Abnormal sensation may arise in the 
genito-urinary organs. After the evacuations of the mucous, 
slimy masses, especially the large masses, the patients appear and 
report themselves entirely free from pain. Generally the larger 
the masses evacuated, the longer the patient remains free; how- 
ever, the colicky pains may be coming on for one or two days 
before the large masses are expelled. If the evacuation be 
slight in quantity, the colicky pains are slight but often contin- 
uous. The appetite of the patients is generally good, except at 
the times of attack. An enema will occasionally bring away 
very large masses of slime, but sometimes one sees patients who 
pass the mucous masses who do not report nor appear to suffer 
pain. Hence two series of patients arise in the field of mucous 
passages, viz: one series passes mucous masses preceded by col- 
icky pains; the other passes them without colicky pains. Noth- 
nagel, my honored teacher, the ablest of all writers on this sub- 
ject, shields himself by adopting the term ‘ colica mucosa et 
enteritis membranacea” for what we are designating secretion 
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neurosis of the colon, He acknowledges that a variety of patho- 
logic processes are here included. Krysinski and Mathieu are 
both inclined to consider the subject as enteritis, and Krysinski 
endeavors to announce that certain low organisms are the bottom 
cause. It does not seem probable that micro-organisms would 
persist for years, and besides, were it caused by micro-organisms, 
we ought to be able to cure it more effectually. Krysinski 
describes cases which simply have a desire for stool without col- 
icky pains, 2. e., merely “‘ bearing down pains. ” 

Much interest is always manifested by writers in the subject 
of the dejecta in secretion neurosis of the colon: 

First, (a) Macroscopically the evacuation consists of mem- 
branous or tube-formed gray masses. They may resemble 
membrane from the respiratory passages in diphtheria. The 
mucous masses may be transparent like slime or non-transparent 
like fibrin, a grayish white or a dirty color with pigment in it. 
Sometimes the masses consist of large, wide and thick leathery- 
like membranes; at other times long ribbon-like bands or rope- 
like coils. The mucous masses are nearly always alone, unmixed 
with feces ; and sometimes they resemble the swollen jackets of 
baked potatoes. By careful manipulation in water the masses of 
slime will generally unfold into membranes; hence the term, 
membranous colitis, They may resemble fasciz or tendons, and 
one may be deceived by milk coagula. 

(6) Microscopically the mass substance represents a hyaline 
body, which can be preserved only a short time in air, alcohol, 
or water. Degenerating cylindrical epithelia of almost any 
grade can be noted. The slimy mass represents a_ glassy, 
unformed, transparent substance, and if acetic acid be added it 
assumes a wavy, striped, or ground glass appearance. The 
glandular epithelia are almost always found to be shrunken, 
swollen, or vacuolated. Sometimes vast numbers of microbes 
are present, cholesterin crystals, triple phosphates, fecal masses, 
pigment, and occasionally round cells. 

(c) The chemical examinations reveal mucin or mucin-like 
material as the chief constituent. This may be considered as 
definitely established, as it is confirmed by Clark, Thompson, 
Perroud, Da Costa, Hare, Pick, Nothnagel, Furbinger, Hirsch, 
Walter, V. Jaksch, Krysinski, Kitagawa, Rothman, Litten, © 
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Vanni, Leube, and Pariser, a sufficient number of investigators 
in whom to confide. Some authors assert that mucin is the 
chief constituent, with other albuminous bodies. The only 
author we found in literature who claimed that fibrin existed in 
the evacuations of secretion neurosis of the colon was P. Gutt- 
man, who apparently based his support on doubtful macroscopical 
examination. 

(d) The pathologic findings are rare on account of the 
scarcity of material on whicli to establish them. Nothnagel 
reports a case of secretion neurosis of O. Rothman, which was 
examined by C. Ruge. Ruge reported that “in spite of careful 
examination of the whole intestinal tract, nothing abnormal was 
discovered.” The above patient of Rothman presented a typical 
picture of colica mucosa, but died from a duodenal perforation. 
O. Rothman had another case who died of carcinoma at the base 
of theskull. The patient was in the hospital from June 14th to 
November 2, 1892. By giving an enema the patient evacuated 
large masses of mucus without pain. He had no complaints to 
make from the secretion neurosis of the colon. The autopsy 
showed in the transverse colon (where it did not contain feces) 
and the strongly contracted parts of the descending colon 
injected and folded mucosa, Between the folded mucosa were 
products, partly membranous, partly strand-formed. The parts 
of the colon filled with membrane contained no feces, but in the 
colon ascendens there were no mucous masses, but feces with red- 
dened mucosa. 

In the sigmoid the membranes could ‘be torn from the red- 
dened mucosa without loss of substance. Feces were found in 
the small intestine which had reddened mucosa. The chief 
mucous masses were found in the left half of the transverse 
colon, descending colon, and sigmoid. The microscope demon- 
strated the mucous masses in the lower colon to be mucin, not 
fibrin, In this second case there can be no doubt of the existence 
of catarrh. Just on this point of catarrh and no catarrh inves- 
tigators are divided. On the question of mucin or fibrin being 
evacuated, almost all authors agree it is not fibrin. 

We then have three opinions in regard to the nature of secre- 
tion neurosis of the colon, viz: 

(a) That it is an enteritis (catarrh). 
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(6) That it is simply excessive secretion of mucus (mucous 
colic). 

(c) That it is a secretion neurosis (nervous). 

In general visceral neurosis we have, (1) motor neurosis 
(motus peristalticus); (2) sensory neurosis (hyperesthesia and 
anesthesia) ; and (3) secretory neurosis (excessive, deficient, and 
disproportionate secretion). 

In secretion neurosis of the colon we have to deal with a 
patient who has the three secretory disturbances, 7. e., deficient, 
disproportionate, or excessive secretion. Patients of this kind 
are generally first long sufferers from constipation (deficient 
secretion). Then follows disproportionate secretion, but that is not 
so evident, as it simply produces fermentation. Finally comes 
the scene of habit in these neurotics of excessive secretions of 
mucus. Now, this excessive secretion of mucus arises from the 
unfortunate habit which the mucous cell has formed during the 
early but prolonged stage of constipation. The mucous cell had 
learned a persistent nervous or irritable habit of excessive secre- 
tion. After a long-continued life of bad habits of secreting 
excessive mucus, the cells were unable to change their life and 
assume a normal action. Hence, as one of the etiologic factors 
of secretion neurosis of the colon, we will assume to be depraved 
cell habit from reflex irritation. 

A second factor, which perhaps plays a chief role, is genital 
disease. It is very plain that secretive neurosis of the colon is 
nearly always found in neurotic persons of the female sex ; also 
that such subjects nearly always have pelvic disease. Every 
gynecologist knows from actual experience that pelvic disease 
produces constipation, a forerunner of secretion neurosis; con- 
stipation is secondary to genital disease. Genital disease through 
reflex action produces in the bowel deficient secretion, excessive 
secretion, or disproportionate secretion. Disproportionate secre- 
tion induces fermentation, causing gases which distend the bowel, 
resulting in atony and deranged nerve action in the epithelial 
cell. Irritations from the diseased genitals induces the develop- 
ment of toxins. The toxins affect the tissues locally, inducing, 
if not epithelial catarrh, colitis. Besides the absorption of the 
toxins induces neurasthenic conditions and symptoms. The dis- 
eased genitals reflexly lead to a train of conditions which induce 
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defective nutrition and excretion. The evacuation of glassy, 
viscid mucus, subsequently followed by grayish shreds, preceded 
by pain, is pathognomonic of secretion neurosis of the colon. 
Gynecologists frequently observe these conditions, only short of 
the grayish shreds and muco-membranous layers. However, the 
pain on defecation may be but slight. 

The first step in the cure of such patients is to remove the 
afflicted genital organs, when subsequent improvement often 
supervenes. In one of my patients suffering from chronic pel- 
vic disease and also typical secretion neurosis of the colon, many 
complex neurotic symptoms of an intense character would occa- 
sionally arise at the time of evacuations. She presented 
paroxysms of pain, intense colic, profound hysterical or neurotic 
symptoms, rapid pulse, disturbed respiration; all of which 
subsided very slowly after the attacks and evacuations. Reflex 
‘neuroses of an intense character were present. In the intervals 
she was quiet, presented none of the acute egoism of the hysteric, 
and apparently no desire for attention or notoriety. She had 
distinctly disease of the genitals. 

The differentiation of the nature of the pathologic process in 
secretion neurosis of the colon may be aided by (a) the anatomic 
or pathologic findings in autopsy ; (6) by analysis of the clinical 
cases; (c) by examination of the evacuations, and (d) by the 
comparison of analogous processes in other mucose. We have 
spoken of the findings in the autopsy and evacuations. But too 
much can not be said in regard to the correct clinical symptoms. 
The numerous names applied to the disease shows that its 
clinical symptoms are not definitely agreed on. Physicians are 
divided as to the existence of catarrh (enteritis) or a non- 
catarrhal process. Some argue that not only the frequent 
evacuations but also the pain accompanying and preceding the 
evacuations point to an inflammatory process, a catarrh, an 
enteritis. Here the two conflicting opinions are irreconcilable, 
and hence we must admit that there are two diseases included, 
viz: colica mucosa and enteritis. 

A third view of the disease is the one assumed by the author, 
and that is, the disease is a secretion neurosis of the colon. 
Leube suggested this view recently, and Vanni called it by the 
ponderous title mio-angio-nevrosi intestinale con spersecrezione 
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mucosa. Colica flatulenta isa close relative of secretion neurosis, 
as is also the motor neurosis (motus peristalticus) of the digestive 
tract. ‘They consist of an invisible derangement of the sympa- 
thetic nerve. Secretion neurosis occurs in subjects who can in 
almost all cases be demonstrated as neurotices. 

A comparison with similar processes in analogous structures 
(mucosee) perchance may not clear up the pathology very much. 
In bronchitis crouposa chronica, a similar disease in a similar 
structure (mucosa) to secretion neurosis of the colon, there is 
found no anatomical change in the bronchial mucosa as noted by 
B. Litten, and there is no fibrin present. Klein, Neelson, and 
Beschorner claim that the membrane and coagula in bronchial 
croup is thickened mucous or slime. The keen and able observer, 
Nothnagel, vigorously claims that as a comparison the membranes 
of chronic croup speak against the fibrinous product and 
inflammatory nature of colica mucosa (secretion neurosis of the 
colon). Wernich has suggested comparisons of the disease with 
other mucose. However, conflicting opinions still exist in regard 
to the nature of the membranes in bronchial croup. 

Do we receive any light in secretion neurosis of the colon 
by comparing it with membranous dysmenorrhea which was 
first described by Morgagni in 1723 and colpitis membranacea 
by Farre in 1858? The number of terms applied to membranous 
dysmenorrhea, as endometritis exfoliativa, endometritis dissecans, 
and decidua menstrualis, signifies conflicting opinions. There are 
at least two irreconcilable opinions in regard to membranous 
dysmenorrhea, viz: the inflammatory and the non-inflammatory, 
but it appears to the writer that a third view of the membranous 
dysmenorrhea should be introduced, viz: that it is a secretion 
neurosis of the endometrium. 

However, it appears quite certain that there are two con- 
ditions classed as membranous dysmenorrhea, viz: In one 
case the membrane consists of fibrine, lymphoid cells, and red 
blood corpuscles—a secretion neurosis—and secondly, the mem- 
brane consists of a cellular infiltrated endometrium—an inflam- 
matory process. The second process throws off the endometrium 
with its blood-vessels, cell infiltration, and utricular glands. 
Hence, under the general term membranous dysmenorrhea we 
are dealing with inflammatory processes (endometritis) and 
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a secretion neurosis (a fibro-lymphoid membrane enclosing 
accidentally red blood corpuscles from diapedesis at the monthly 
congestion). The last process is a perverted nerve action—a 
secretion neurosis of the endometrium. 

In an intensely lymphatic organ like the uterus we would 
expect more lymphoid elements in the membrane than in the 
colon. This would account for the fibrin and lymph cells. Also 
red blood corpuscles are found in the evacuations of secretion 
neurosis of the colon, and they are simply more numerous in the 
membrane of membranous dysmenorrhea, because the intense 
endometric congestion proceeds to rupture (diapedesis). Again, 
secretion neurosis of the endometrium, like secretion neurosis of 
the colon, evacuates the mucous membranes with or without pain 
and at irregular intervals, showing a sustained comparison. 

To say that the above disease of the colon and uterus are a 
form of malnutrition or deranged innervation means but little, 
and to be short, the so-called colica mucosa is secretion neurosis 
of the colon, and membranous dysmenorrhea is a_ secretion 
neurosis of the endometrium. 

In secretion neurosis of the colon an explanation of the 
string and net-formed condition of the evacuated stool may be 
made from the contracted condition of the irritable muscularis 
of the colon, which is thrown into folds, recesses, and grooves, 
which allow the moulded form of the retained secreted mucus 
to persist. It may be mentioned that some confusion in diag- 
nosis may arise by the so-called colica mucosa and enteritis 
co-existing. In other words, a catarrh and secretion neurosis of 
the colon may exist together. : 

The prognosis of secretion neurosis ®f the colon is for life 
favorable, but for recovery doubtful. I have known the disease 
to continue for nine or ten years with but slight changes. How- 
ever, it is very variable in its attacks and very erratic in its 
occurrence. | 

The treatment of secretion neurosis of the colon must be 
directed to the nervous system, as habit, diet, physical and mental 
exercise, and to general moral influence. 

Regular daily bowel movements should be secured by very 
slight use of cathartics, liberal use of drinking fluids, diet that 
leaves a large residue. Baths (medicated) twice weekly are very 
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helpful. 1 have made some happy and helpful to themselves by 
urging them on to their regular business, which had been pro- 
hibited by other physicians. Clysters, high rectal and colonic 
irrigations aid wonderfully in evacuating the mucus, Intestinal 
antiseptics (Hg, Cl,), sight massage, and long rests at night are 
beneficial. Much moral influence and helpful courage is given a 
patient when he is told he will not die from the trouble, for con- 
centrated thought on the patient’s disease makes him much 
worse—particularly because he is almost always a neurotic. Elec- 
tricity aids physically and mentally. Sexual activity should be 
especially limited. Clothing should be carefully regulated to 
avoid sudden changes. 


CONCLUSIONS. 


1. The above disease of the colon should be termed secretion 
neurosis and enteritis. The first is of neurotic origin and course. 

2. Both secretion neurosis and enteritis may co-exist. 

3. Secretion neurosis of the colon occurs chiefly in neurotic 
females (80 per cent.). 

A. It is closely associated with genital disease. 

5. Itis frequently preceded by constipation (a neurosis of the 
fecal reservoir or of the inferior mesenteric ganglion). 

6. The continuation of the disease is partly due to an irritable, 
vicious habit of excessive epithelial activity. 

7. The disease is characterized by colicky pains, with the 
evacuation of mucous masses. 

8. It is not fatal, variable and erratic in attacks, vide impos- 
sible prognosis as to time. 

9. Macroscopically the evacuations appear as ical aaa 
yellowish white masses of mucus, 

10. Microscopically one sees hyalin bodies, cylindrical 
epithelium, cholesterin crystals, triple phosphates, round cells, 
various kinds of micro-organisms and pigment. 

11. Chemically the evacuations consist of mucin and albumi- 
nous substance. 

12. Secretion neurosis of the colon is comparable to the 
secretion neurosis of the endometrium (membranous dysmenor- 
rhea) or bronchial croup. 
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13. Secretion neurosis of the colon appears to be limited 
chiefly to the part of the colon supplied by the inferior mesenteric 
ganglion, 7. ¢.,to the fecal reservoir (the left half of the trans- 
verse colon, the descending colon, the sigmoid and rectum). 

14, It is a disease of the sympathetic secretory nerves, and is 
analogous to disease of the motor and sensory nerves of the 
viscera. 

15. Its treatment consists in removing the neurosis, which 
lies in the front ground, and regulating the secretion, which lies 
in the background. 

16. Three views exist as to the above disease, which certainly 
embrace more than one pathologic process, viz: 

(a) That the disease is enteritis (catarrh). 

(6) That it is simply excessive secretion of mucus (colica 
mucosa). 

(c) That it is a secretion neurosis of the colon (nervous). 
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ABSTRACTS AND SELECTIONS. 


DISPOSAL OF THE STUMP IN APPENDICITIS 
OPERATIONS.* 


BY WM. D. HAGGARD, JR., M.D., 


Associate Professor of Gynecology, Medical Department of University of Tennessee; Adjunct 
Professor of Abdominal Surgery, Medical Department University of the South. 


NASHVILLE, TENN. 


In the early deliberate operations for the removal of the 
appendix, surgeons were content to ligate it as they would an 
artery. The protruding mucous membrane of the stump was 
cauterized with carbolic acid, the Paquelin cautery, or a bichlorid 
tablet. Unlike the ligation of an artery, instead of the sterile 
fluids that organize behind the constriction, the fluids or con- 
tents of the appendix are constantly saturated with numerous 
species of virulent micro-organisms that find an admirable 
pabulum in the compressed area under the ligature. This 
method was supposed to have its analogy in the ligation of the 
pedicle of an ovarian tumor, but we now know that it is wholly 
different from tying an aseptic stump for hemostasis. It like- 
wise finds no analogy in the ligation, for ablation of the append- 
ages which have no connection with intestines can not be 
inverted, and are usually sterile, or capable of being made so. 
Moreover, Morris has compared ligation of the appendix to liga- 
tion of the end of the colon after lateral anastomosis. They are 
structurally similar, and what would be unsafe in one would be 
unsound in the other. Approximation of the serous coats in 
both is the logical procedure. Subsequent perforation after 
simple ligation occurred sufficiently often to cause the abandon- 
ment of that method. The custom of inverting the stump into 
the caput coli superseded the original crude device of dropping 
the pedicle. This has also many variations, and is the accepted 
way of disposing of the stump. It was characterized by Price, 
early in the history of its adoption, as “the good way.” It is 
practiced in varying completeness, from simple invagination into 
the cecum to the elaborate technique of Van Hook, which con- 


*A bstract of a paper presented to the Southern Surgical and Gynecological Association 
at its Tenth Annual Meeting, held in St. Louis, November 12-14, 1897. 
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sists in amputating the appendix between a temporary ligature 
around base of appendix and artery forceps, distally. The stump 
is cauterized with carbolic acid, a row of Lembert sutures is 
passed from side to side, the temporary ligature of appendix being 
removed before the sutures which invaginate the appendix are tied. 

Dawbarn introduced the neat and efficient purse-string suture. 
It encircles the base of the appendix within a radius of a quarter 
of an inch, passing through the serous and muscular coat of the 
cecum. The appendix is cut away about half an inch from its 
junction, stretched with small forceps, which push it into the 
intestine, and are withdrawn as the suture is tightened around the 
vanishing stump. ‘The acme of refinement in appendix surgery 
was reached when the method of section through the peritoneal 
coat, excision of mucous membrane, and suture of opposing serous 
and muscular coats came into vogue. This method may or may 
not be combined with invagination. Personal modifications of 
this plan have given the brilliant results of Murphy and Morris, 
and, in the hands of the expert, leave nothing to be desired. 

The cautery method minimizes the danger of infection from 
the stump, and is the one which McBurney commonly employs. 
The appendix, after its detachment from its mesentery, is ampu- 
tated a quarter of an inch from its base. The edge is held up 
with forceps, a probe passed through the opening in the stump of 
the colon to test its permeability, and a fine Paquelin cautery 
point inserted into the lumen of the stump. The ligature is 
then applied around this cauterized area, the ragged edge 
trimmed and freshly cauterized. 

The proverbial untrustworthiness of a thermo-cautery has 
ever been the béte now of the practical surgeon, and any method 
which includes its employment is not congenial. 

Some of the failures from inversion of the stump, which caused 
consecutive perforation, fecal fistula, and sometimes death, in 
operations of otherwise favorable import, were due to a stricture 
dam between the ligature and proximal opening of the appendix. 
This condition manifestly duplicates the essential condition for a 
continuance of all the possibilities for evil of the original attack. 
The operation was imperfect—a mere resection of the disease, 
leaving the actual and active casual factor uncanceled. These 
facts have led McBurney to test the patency of the lumen of the 
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stump with a fine probe after amputation and before ligature and 
closure, and when leaving a stump this should invariably be done. 

The ideal of all surgery is completeness, and applied to the 
surgery of the appendix would suggest total excision of the entire 
organ. This ideal method has been approached by McBurney in 
his recommendation to “cut away the appendix very close to 
the colon, and the orifice be depressed with a probe and the 
edges of the furrow thus made sutured with a double row of fine 
catgut or silk.” 

In spontaneous amputation of the appendix by necrosis near 
its base, I have seen this method practiced in the case of a col- 
league with success. ‘The efficiency of peritoneal suture of gun- 
shot or stab wounds of the intestine have no doubt suggested to 
many surgeons a similar closure of the orifice in the cecum left 
after complete excision of the appendix. It has remained for 
Deaver to practice this method as a routine in suitable cases, and 
its more general adoption, I believe, will complete the last step in 
the evolution of the treatment of the stump. 

The technique, as employed by Deaver, is as follows: After 
freeing the appendix from adhesions and meso-appendix, the cecum 
is stripped of its contents and grasped between the fingers and 
thumb of the left hand; the appendix, being held up with 
forceps by an assistant, is cut off flush with the colon. The rent 
at the site of its former junction, while the cecum is still held 
securely with the left hand, is united by continuous Lembert 
sutures. They may be disposed in two layers, the first uniting 
the edges of the wound, the second approximating the peritoneal 
covering of the cecum over it. 

This method, aside from its completeness, is particularly 
useful when the appendix is densely adherent throughout its 
length. A temporary ligature to the distal side allows of 
division at its base, and disposal of the proximal end at once. 
Subsequent detachment of the organ itself from base to apex can 
be accomplished with great facility. This method is not appli- 
cable to all cases. When the cecum is tied down with adhesions 
it is impossible to bring it into the incision, which is the essential 
requisite in preventing the escape of any of its contents and 
necessary to the careful suturing of the cut end. Where the 
appendix has its origin behind the cecum the carrying out of this | 
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technique would expose the patient to the danger of infection. 
Total excision of the appendix and closure of the hole in the 
head of the colon does away with the following dangers: 

1. Subsequent perforation of the stump under the ligature 
from infection in its own cavity. | 

2. Abscess of the wall of the cecum from invagination of an 
infected stump. 

3. Continuance of the infectious process from a stricture dam 
in the stump between distal ligature and proximal opening of 
the appendix into the cecum. 

4, Imperfect invagination with incomplete drainage of the 
stump, on account of cecal wall being thickened and stiffened 
with inflammatory exudate. 

5. Infection in base of appendix, not apparent macroscopically. 

The writer has employed this method in five cases in the last 
few months with entire satisfaction. 





MORTALITY AND TREATMENT OF ACUTE INTUS- 
SUSCEPTION.* 


BY C. L. GIBSON, M. D., 
Attending Surgeon, St. Luke’s Hospitat. 
NEW YORK. 


The writer calls attention to several features of recent litera- 
ture on this subject, viz: That intussusception, while presenting 
conditions allowing of easy and certain diagnosis much oftener 
than observed in other forms of intestinal obstruction, was 
attended with no lesser mortality ; that intussusception, unlike 
other forms of obstruction, could be relieved by mechanical non- 
operative measures, yet it remained one of the most fatal; and 
‘the variance of statistics by different authors: Rydygier giving, in 
1895, a mortality in acute cases of seventy-five per cent., and 
Wiggins, in 1896, of twenty-two per cent. 

The largest number of cases included in any report in 1895 
included a total of one hundred and fifty cases treated by 
abdominal section, comprised in this list being chronic cases, 
those due to new growths, and the purely acute forms. 

** Medical Record. 
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Dr. Gibson, in his article, tabulates two hundred and thirty- 
nine cases—eighty-nine occurring prior to 1888, and one hundred 
and fifty cases to January 1, 1897. 

As regards diagnosis, little new was evolved from the 
researches of the writer. The presence of a bloody discharge 
from the rectum is the most constant symptom, and when present 
in a child, accompanied by the sudden onset of abdominal 
symptoms, must be considered pathognomonic. Fecal vomiting 
is infrequent, which is important, as some practitioners obsti- 
nately refuse to entertain a diagnosis of intestinal obstruction 
unless this symptom is present. 

The finding of a tumor by abdominal! palpation was omitted 
from the tables given, lest misleading deductions be drawn from 
them, the value of such observations depending largely on 
knowledge of the observer’s individual characteristics. In 
general, however, palpation of the abdomen yields definite signs 
of greater value and more frequently than in other forms of 
acute intestinal obstruction. The other symptoms most fre- 
quently found were a tumor felt in the rectum, and the presence 
of mucus and tenesmus. | 

The cases occurred more frequently in male children, and the 
writer suggests as a cause of this a tight phimosis, causing 
straining, The mortality of the cases collected is fifty-three per 
cent. The first and second days show a mortality rate Jess than 
the general mortality, the four succeeding days a steadily increas- 
ing mortality in each case greater than the total, and the end of 
the week shows a beginning decrease of the mortality. 

The mortality, according as the condition was found to be 
reducible or otherwise, was in direct proportion to the duration 
of the symptoms. 

Ileo-colic variety heads the list as being the most fatal, with 
a mortality of seventy-two per cent., the colon being the lowest, 
fifty per cent. 

The mortality as regards age is considered of importance, 
showing, under one year, sixty-five per cent.; under fifteen years, 
sixty-one per cent., and adults, sixty-two per cent., which, in the 
writer’s belief, goes to show that the mortality depends not so 
much on the age of the patient but on the condition. 

The mortality according to sex shows, male, fifty-seven per 
cent., and female, seventy-three per cent. 
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Contrasting the mortality of intussusception with acute 
intestinal obstruction in general, from a tabulation of some six 
hundred cases, cases which necessarily give rise to a large num- 
ber of complicated and extensive operations, it develops a 
mortality of only forty-one per cent., while intussusception 
shows a mortality of fifty-three per cent. 

This comparison suggests the following points to the author: 
A needed improvement in dealing with intussusception ; the 
necessity of early operative interference, while reduction is 
possible, not wasting time in attempts at reduction by inflation 
per rectum, unless with the determination to at once resort to 
abdominal section if the inflation is unsuccessful. 

Treatment by mechanical distension, air or fluids, should be 
very limited in its application. Enemata of fluids or air delays 
operative measures, are uncertain in their effect, delusive in 
their results, are distinctly dangerous, the intussusception is 
likely to recur after reduction, this not occurring after abdominal 
section when “ anchoring ” the reduced bowel has been practiced. 
The pressure which can be used with safety is limited, the 
author believing that a hydrostatic pressure above four feet is 
dangerous—but accurate track of the distension can be kept by 
the sense of touch. | | 

Should an operation be made, the incision should be in the 
median line, generous, and extended without hesitation. Examine 
the intestine either way from the ileo-cecal valve, and if the 
cecum is collapsed the search must be toward the small intestine. 

The intussusception located, it must be directly examined in 
its whole extent. Attempts at reduction are best made in the 
direction of working away the sheath from the invagination 
rather than pulling the latter out. If there is a little doubt as 
to the integrity of the bowel, one may employ Hahn’s method of 
surrounding that portion by a gauze packing, over which the 
sutures in the abdominal wall may be provisionally tied. 

Having determined that there is a purely irreducible condition 
present, the following methods of treatment may be considered : 
(1) Artificial anus ; (2) entero-anastomosis; (3) partial resection ; 
(4) typical resection. 

In gangrenous intussusception, the patient must be relieved 
of the obstruction and of the infection attending gangrene. So 
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grave is this condition that we should not fail to use any prin- 
ciple of treatment which holds out any hopes of aid, and it is 
suggested that the antistreptococcus serum be tried as an adju- 
vant to operative measures, of which two are recommended : (1) 
Resection with immediate union of divided intestine; or (2) 
resection with utilization of divided ends for a LE ncant arti- 
ficial anus. 


OPERATIVE TREATMENT OF HIGH CANCER OF 
THE RECTUM.* 


BY JAMES BELL, M. D., 
MONTREAL, CANADA. 


Early and wide and thorough extirpation, well beyond the 
disease through healthy tissues, together with the contiguous 
lymphatic glands, and before metastasis has taken place, is essen- 
tial to success, and if thorough removal can be effected, the future 
immunity of the patient will be as great as after removal of a 
cancerous breast or other organ. 

The sacral glands are first involved and later the iliac, along 
the course of the iliac vessels; when these latter have become 
involved complete extirpation of the disease is of course impos- 
sible, and palliative treatment is only to be considered. 

Visible and palpable lymphatic glands discovered during the 
performance of a preliminary inguinal colotomy in the meso- 
sigmoid are not necessarily cancerous, and are often observed 
when there is no primary cancerous lesion. The first difficulty 
in the way of success in the treatment of cancer of the rectum 
is the fact that it is practically never diagnosed early, mas kek 
early enough for satisfactory operative treatment. 

In a large proportion of cases of high cancer of the rectum 
there is a remarkable abscence of localizing symtoms until the 
disease is far advanced, or until obstructive symptoms have 
occurred, Loss of flesh and strength, with irregularity of the 
bowels—alternating diarrhea with constipation and flatulence— 
are usually the only symptoms for a long period in the early 
history of the disease, and these are usually misinterpreted. 


*British Medical Journal. 
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Next, symptoms of auto-intoxication occur, and further compli- 
cate the diagnosis; and it is only when ulceration of the mass 
has caused hemorrhage or sanious and mucous discharge from 
the anus, or when symptoms of obstruction have occurred, that a 
diagnosis is made. Even in advanced cases no tumor can be felt 
from the abdomen, except, of course, those of secondary forma- 
tion. Exploration of the rectum alone will discover the growth, 
and if early and thorough examination of the rectum had been 
made as a routine procedure in those doubtful cases with the 
above mentioned symptoms, many cases would be discovered in 
time to enable the surgeon to effect a cure, or at least respite, by 
operation. 

Operation. Operable cases are (1) those in which the disease 
is limited to the gut itself, and the whole mass of diseased tissue 
can be removed with a fair prospect of permanent cure, and (2) 
those less promising cases in which, while it is still possible to 
remove the whole mass, extension by infiltration and invasion of 
the sacral glands have made it doubtful whether an early recur- 
rence after operation is not probable. There is a great increase 
in body weight, strength, and vigor in patients from whom a can- 
cerous mass has been removed, even in the somewhat doubtful 
cases. Inguinal colotomy should be substituted for the radical 
operation when there is extension of the disease by metastasis, to 
divert the stream of feces from the ulcerated area of the bowel. 

The middle and upper portions of the rectum are accessible 
from (1) the abdomen, (2) the sacral region, and (3) through the 
vagina in the female. 

The operations through the abdomen and the vagina are of 
very limited application. Access to the upper portion is more 
readily obtained by removal of the left lower quadrant of the 
sacrum and the coccyx (Kraske) ; or by one of several osteoplastic 
modifications of Kraske’s incision which permit of closure of the 
wound and restoration on the bony as well as the fleshy frame- 
work of the pullet of the pelvis (Heinecke, Rehn, Rydygier, and 
others); or by exposure along the left border of the sacrum 
(Zuckerkandl), . 

The sacral route is, therefore, in the present state of our 
knowledge, the one which is most universally applicable, and 
the one which, with some comparatively rare exceptions, is 
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alwaysselected. The line of the third sacral foramen is uniformly 
accepted as the upper limit of the incision, and the rectum should 
always be exposed by one of the osteoplastic methods in order 
that the continuity of the bowel may be re-established after the 
removal of the disease, and the osteoplastic flap or flaps replaced. 
Should it be found necessary to attack the proximal end of the 
bowel in the upper angle of the wound, as is often the case, the 
left lower portion of the sacrum can be removed, and the opera- 
tion completed as in Kraske’s method. 

Preliminary Colotomy. The following reasons are given for 
always advising this procedure: (a) Rectal examination gives no 
information as to the upper limit of the growth, nor of the 
presence or absence of the glandular involvement, information 
which can only be obtained from examination within the 
abdomen, and without which the operation should not be under- 
taken. (b) As the peritoneum is generally freely opened dur- 
ing the operation, free evacuation and thorough cleansing 
of the bowel are of the utmost importance as a preliminary 
measure. In most cases free evacuation is quite impossible, 
except through a colotomy wound, and if the operation be 
undertaken without it a constant discharge of fecal matter will 
effectually nullify any attempt at cleansing the lower bowel, 
while much fecal matter will be retained above the mass to foul 
the wound during the operation. It is also a most important 
matter to be able to divert the stream of feces from the wound 
for the first few days after operation. (c) Should a permanent 
opening be necessary, the inguinal is much more cleanly and 
manageable than a sacral one. The feces should be directed 
entirely through the inguinal wound, and the rectal portion of 
the bowel closed off. 

Resection or Amputation. Resection with restoration of the 
continuity of the bowel should always be aimed at. Heretofore 
sloughing of the bowel, incomplete union with fecal extravasa- 
tion causing cellulitis and ending in fistule, ete., have attended 
many of the attempts at resection. The essentials to success are 
(a) a clean field of operation (hence the necessity for a preliminary 
colotomy and thorough cleaning of the lower bowel) ; (6) free 
descent of the proximal end of the bowel without tension ; and 
(c) careful suturing. There exists a quite unnecessary dread of 
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bringing down the upper segment of the bowel for fear of 
depriving it of its blood supply and causing it to slough. The 
bowel must be brought down without any violent pulling or 
stretching, and in order to do this the attachment of the meso- 
rectum and meso-colon must be snipped away, and if this is 
carefully done at a point well away from the wall of the bowel, 
the vascular supply need not be interfered with. 

Suture Method. After suturing the cut extremities of the 
bowel through all their tissues, it is best to invaginate the 
proximal into the distal end and apply a row of sutures, through 
the serous and muscular coats only, at the line of invagination. 
Then introduce a rubber drainage tube, about half an inch in 
diameter, covered with iodiform gauze, through the anus, past 
the line of suture, and leave it there for some days. Its object 
is to support the line of sutures, and apply to it a dressing of 
iodiform gauze, and to carry off mucous and perhaps fecal dis- 
charges which may find their way down past the colotomy wound. 

Opening of the Peritoneum. This is unavoidable in high 
operations upon the rectum, and in a clean wound is not to be 
feared. When possible the wound in the peritoneum should be 
closed by suture, but this is not always easy, and packing with 
iodiform gauze for a few days will answer every purpose. 
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INTESTINAL IRRIGATION. 





The importance of intestinal irrigation in the treatment of 
infantile diarrheas is brought to the attention of the profession 
by Dr. William J. Robinson (New York Medical Journal for 
Oct, 238d,) in an article entitled “A Plea for the More General 
Employment of Intestinal Irrigation and Rectal Alimentation 
in the Grave Diarrheas of Children.” 

The author reports one case as an example of the results to 
be obtained from irrigation ; a child eight months old, fed upon 
a mixture of condensed milk and a proprietary food, with a 
diarrhea existing for several days—for which nothing had been 
done. Fever and restlessness, more frequent and offensive dis- 
charges, and obstinate vomiting so alarmed the parents that a 
physician was sent for, There was no improvement in the child 
after taking bismuth salicylate and opium, with liquid peptonoids, 
followed by antipyrine, bismuth subgallate, bismuth naphthol, 
tannic acid, Dover’s powder, and tannalbin. 

Despite treatment the symptoms grew steadily worse, save 
less frequent movements, and the child was given up by the phy- 
sician in charge. 

At this juncture the child was seen by Dr. Robinson ; it had 
a temperature of 106.6° F., almost imperceptible pulse, with 
marked prostration. 

At once the baby’s large intestine was irrigated by means of 
a soft tube and starch water, two gallons of the latter being used. 
The amount of black and offensive feces which were removed 
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was astonishing. A hot mustard bath was at once given, with 
gradual cooling and a corresponding fall in the temperature 
to 102.5° F. Considerable stress is laid on the after-treatment, 
which consisted of rectal alimentation. This the author states is 
a neglected but very valuable part of the treatment in these cases 
where the stomach is intolerant. ‘The following is administered 
after the irrigation: One egg, one tablespoonful of cream, half 
teaspoonful of brandy, teaspoonful of beef juive, and a teaspoon- 
ful of a mixture containing potassii bromidi, gr. 1; chloral 
hydrat. gr. j; antipyrine, gr. }; aque menth. pip. 3j. - After 
administering this nutrient enema the buttocks are held pressed 
closely together for five minutes. The improvement in the child 
was rapid and permanent; the temperature reached normal on 
the fourth day and so remained. 

This case is only a sample of the ones which are seen con- 
stantly by those who use this valuable means of treatment. The 
author, we think, did not lay sufficient stress upon the details of the 
irrigation treatment. Too many content themselves with a mere 
irrigation of the rectum, the fluid used never reaching the sigmoid 
or beyond. ‘The kind and size of tube to be used, the height of 
the fountain syringe, the solution used and its temperature, the 
position of the patient, and the technique of introducing the tube 
are important details, and upon their proper observance rests its 
success or failure. | 

Mention might have been made of the use of the rectum and 
colon for the purpose of a direct action on the kidneys—when 
a flushing of those organs is desired in acute or sub-acute 
nephritis—if large, high enemata are given. 

Rectal alimentation is often of great assistance, but we think 
that it would be ill-advised to use so large an enema as suggested 
above, or one which was not at least partially pre-digested. The 
rectum is an absorbing organ but not a digestive one, and the 
same holds good of the colon, and it is not likely that the cream 
or the beef juice do more than act as a vehicle for the other 
ingredients of the enema. 

If intelligently used, intestinal irrigation is a most valuable 
aid, and should be more generally employed; not only in the 
grave diarrheas as suggested by Dr. Robinson, but used early in 
order to prevent these serious conditions. 

6 


With Bur Exrhanges. 


DISEASES OF THE RECTUM. 


_ Buake, Joun B., Boston: PALLIATIVE AND OPERATIVE 
TREATMENT OF FistuLa In Ano. (Boston Medical and Surgi- 
cal Journal, September 2, 1897.) 

Dr. Blake states that next to hemorrhoids, fistula in ano is 
the commonest disease of the rectum. In a series of cases 
reported there is one case in a child of one year, the oldest 
operated on being seventy-five years old. 

An inflammatory process is given as the most frequent cause, 
a proctitis, peri-proctitis, or an ischio-rectal abscess, Other 
causes are fissure and ulcerated hemorrhoids, tubercular processes 
of rectum or ischio-rectal fossa, trauma, foreign bodies, necrosis 
of sacrum or coccyx, worms, and predisposing causes frequently, 
as constipation and diarrhea and filth. 

He names complete blind internal and blind external as 
varieties, also the horseshoe. 

The diagnosis of a fistula is easily made, but its extent can 
not be ascertained until time of operation, and for this reason a 
prognosis can not be given before that time. 

A very comprehensive resumé of the anatomy of the parts is 
given, when the author takes up the treatment, which as 
expressed in the title he divides into operative and non-opera- 
tive. 

The non-operative treatment is given as (1) simple cleanliness, 
(2) dilatation of opening and packing with gauze, (3) application 
of caustics, (4) introduction of elastic ligature. Of these the 
preference is given the latter (but in our minds should be 
included in list of operative measures.—Ed.). 

The operative treatment is named as follows: (1) Free incision 
with granulation from the depth of the wound to the surface ; 
(2) removal of the fistulous tract by dissection and uniting the 
wound by sutures to secure healing by first intention. 

Preliminary preparation for the operation is an essential ; 
administration of cathartics, preferably saline, the day preceding 
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the operation, followed by an enema not more than two hours 
before the administration of the anesthetic. Previous diet for 
a day or so should consist of meat broths only. Either dorsal 
lithotomy position or on the side on which the main opening of 
the fistula is situated may be used. Mechanical cleanliness, 
shaving, and antiseptic methods must prevail. 

Full dilatation of the sphincter is an important step in the 
operation, but more so is. the careful probing to ascertain the 
presence of branches or blind pockets. Great care must be 
exercised in finding the internal opening, not forcing the probe 
through. Granulations and pockets must be thoroughly curetted. 
The external sphincter may be freely incised without hesitation, 
but the internal should be incised most carefully; leave part of 
its fibers intact, if possible. Never cut anteriorly in a woman, 
always at right angles, and never in but one place. 

Hemorrhage is controlled by packing, a T-bandage applied, 
after inserting a suppository containing one-fourth grain of 
morphia, in ail cases. Dressing changed two days after opera- 
tion and daily thereafter, the bowels moving on the fourth or 
fifth day, assisted by a warm sweet oil enema to soften the feces, 
followed by a soapsuds enema. The granulating process may 
last from three weeks to three months. 

The type of fistulae in which the operation by means of. 
excision is applicable are the non-inflammatory, of moderate 
extent, with few branches, also blind internal fistule of all 
varieties. 

The fibrous walls must be removed by dissection or curette, 
the walls being approximated by deep sutures, silk preferably. 
They should be inserted at half-inch intervals. Pain is apt to 
be greater after excision. 

Dr. Blake states that the necessity for such a discussion as 
waxes now in journals in regard to operating for fistula in 
tubercular subjects is not apparent. If in the judgment of the 
surgeon the condition of the patient is good enough to with- 
stand operation, and if the benefit is greater than the discomfort 
attendant upon the operation, then it must be operated on. 
Each case is a law unto itself. 

He believes that whichever method is used, the after-treat- 
ment is at least as important as the operation itself. 
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Breas, T. J.. STAMFORD, CoNN.: FISTULA IN ANO. 

John Hatter, of Stamford,Conn., American, age 39 ; admitted 
at Sound View Hospital September 6, 1897. 

Examination revealed a complete fistula in ano, two and one 
half inches in length, of large caliber, and of ten years’ standing. 
Around the anus a complete ring of hemorrhoids. Beyond 
this, two inches up within the rectum, were four ulcers, from the 
size of a split pea to that of a dime. Patient had been a large 
man, weighing 195 pounds, with great strength and vitality ; but 
notwithstanding this, and the efforts of many physicians with 
many and various treatments during the last ten years, the course 
of the case had been steadily downward. Complicating this 
pathological picture, there was chronic constipation, with hepatic 
torpor. The patient being in an extremely nervous condition, it 
was decided to put him on a few days’ preparatory treatment 
before operating. After regulating the secretions, he was put on 
two drachms phosphate of soda in hot water, night and morning, 
and a diet of bovinine and milk, with rice; the bovinine a tea- 
spoonful in half a glass of milk every two hours; the rice three 
times a day. 

September 14th, after preparing the patient by thoroughly 
washing out and sterilizing the parts, and anesthetizing him, a 
double operation was performed, which consisted in a division of 
the sphincter muscle through the fistula and scraping out the 
sinus ; after which, a modified Whitehead operation, one inch of 
gut being removed. ‘The two larger ulcers, an inch and a quarter 
from the anus, remained. These were touched up with a 25 per 
cent. solution of pyrozone. The wound made by the removal of 
the fistulous sinus was then thoroughly irrigated with hot 
Thiersch solution, and packed, as well as the rectum, with 
sterilized gauze saturated with iodoform-bovinine. This packing 
was changed every twenty-four hours up to September 20th, after 
which pure bovinine was employed in the same way, changing 
the dressing three times a day. Before each dressing the wounds 
and ulcers were washed out with Thiersch, and then thoroughly 
cleansed hy the bovinine-peroxide process. On the 22d the 
stitches were removed, the line of union being perfect around 
the anus, and the fistulous wound rapidly filling under the topi- 
cal blood nourishment. On the 28th the ulcers in the rectum > 
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were entirely healed, leaving now only a small surface over the 
site of fistula unhealed. On the 30th this wound was also nearly 
healed, patient having regular daily defecations normal in quan- 
tity, and feeling altogether like a new man. October 3d, dis- 
charged absolutely well. 

Remarks: This case is unusually interesting from the fact 
that all other treatments—prominent among them Prof. Pratt’s 
dilatation—had been employed during the long course of the 
disease, but no results whatever could be attained. Also from 
the bovinine or topical blood nourishment producing such a 
rapid repair, while internally keeping up the patient’s strength 
throughout, as his principal diet. The sequel will be under 
observation and report. | 


Foster, B. B., PorTLAND, Mk.: ComMMON DISEASES OF THE 
Rectum. (Journal of Medicine and Science.) 

The author is of the opinion that the rectum is more often 
diseased than we have been in the habit of thinking, and there 
is only a fractional part of the literature on this subject that is 
found on almost any other. 

Pruritus is classed as one of the most troublesome conditions 
affecting the anus and contiguous parts, and while it may be a 
disease de novo, it is, as a rule, one of the symptoms of some 
other disease of the rectum, like fissure, dysentery, chronic 
ulcer, polypus, and hemorrhoids. When not traceable to any of 
these conditions it must be treated by hot applications, followed, 
after drying, with drying powders, as Fuller’s earth, acid boric, 
and bismuth and boric acid; or it may be painted with weak 
solutions of silver nitrate. | 

Fissure of the anus Dr. Foster classes as one of the most fre- 
quent diseases of the rectum, and one which is more often not 
recognized, either from refusal of patient to submit to an exami- 
nation or from the fact that it is not believed that so much 
trouble and pain can be caused from apparently so small a lesion. 
As a cure for this condition dilatation of the sphincter muscles 
is recommended, and if the edges are hard and indurated it is 
advisable to cut them away or scarify them thoroughly; or if 
the base is indurated, cut through the same and through the 
superficial fibers of the sphincter muscle upon which it rests. 
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Curetting the base often gives good results. Much may often 
be accomplished by the application daily of nitrate of silver 
solution of the strength of ten grains to the ounce. This is one 
of the diseases in which a positive cure can be promised. 

External tags should be amputated and sutured with continu- 
ous suture, or, preferably, the interrupted suture. 

The following are his conclusions: 

1. Remember to operate upon all cases of fistula where there 
is sufficient vitality or nutrition to heal the wound. Always 
divide the fibrous membrane at the bottom of the tract and pack 
the wound to the bottom for the purpose of healing by granu- 
lation. 

2. Remember to always open abscesses eaily to prevent 
fistula in ano, 

3. Remember if you operate on a fistula in a tuberculous 
patient, give him the benefit of the doubt. 

4, Remember that you should never fail to examine your 
patients thoroughly for small arms leading out from the main 
tract, and examine for an associate stricture, which may be the 
cause of the fistulous tract. 

5. Remember that you are never to cut the sphincter but 
once in any operation, and be careful and warn your patient of 
the danger of incontinence. 

6. Remember that you are to confine your patient in bed, not 
trusting to the care of the nurse exclusively. Tuberculous 
cases should be an exception to the rule; give them moderate 
exercise and fresh air. 

7. Remember that physiological rest is the first vertasals in 
the cure of all disease. 

8. Remember that in all operations involving the rectum it 
is good surgery to dilate the sphincter. 

9. Remember that all cases of fistula in ano should be 
operated upon, and best by the knife, except in cases of Bright’s 
disease, cancer, cardiac and hepatic affections. | 


Van Scuaicx, V. V.: THE Non-SurcicaL TREATMENT 
oF SoME Rectan Diseases. (International Journal of Surgery.) 
The author states that the mode of election in the treatment 
of diseases affecting the rectum and anus practically always 
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involves an operation of a more or less bloody character. In 
some cases patients refuse any operative interference, and some 
other means must be used for their relief. 

Dr. Van Schaick advises the splitting of the pile and turning 
out the clot in inflamed piles, but when this is not permitted 
suggests attention to the bowels, soothing and astringent oint- 
ments, and hot or cold applications. As a temporary agent in 
bleeding piles, diet, ointments, regulation of bowels, injection of 
astringents, and insertion of ice are recommended. | 

For fissures and ulcers affecting the anus, the following may 
be used: Suppositories of ichthyol, iodoform ointment, calomel 
in proportion of eighty grains to an ounce of vaseline, one-half 
grain solution of nitrate of silver; and if the use of a speculum 
be permitted in order to get some cocaine applied, an incision 
through the superficial muscular fibers can be made. 

As for fistula, the writer states that medical treatment pure 
and simple is absolutely ineffective, an operation being always 
indicated in all who are in a condition to stand it. 

Should such a patient present himself, or one who refuses 
any operative interference, the tract must be first thoroughly 
disinfected with hydrogen dioxide injected by means of a long 
nozzle syringe. Instead of the latter, a blunt pointed rubber 
tip syringe may be used. The use of gelatin bougies, in the 
opinion of the writer, sometimes results in a cure when used 
after the hydrogen dioxide. As a dernier ressort the following 
may be tried: Injection of two-grain solution of nitrate of 
silver or solid stick, curettage after injection of cocaine in the 
tract, application of some irritating substance to tract, as com- 
pound tincture of benzoin, after cocaine. 


Earp, S. T., JR., BALTIMORE: A SUBSTITUTE FOR WHITE- 
HEAD’S OPERATION FOR HemorruHoIDs. (Virginia Medical 
Semi- Monthly.) 

After referring to an article by Dr. Rdmwnd Andrews in the 
October, 1895, QUARTERLY, in which attention was forcibly 
called to the bad results following the Whitehead operation, in 
which the author fully agreed, the following procedure is 
advised : 

Given a case of combined internal and external hemorrhoids 
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encircling the entire circumference of the anus, such a case as is 
considered a typical one for Whitehead’s operation, first remove 
each internal hemorrhoid by the method heretofore described in 
the February number of the Virginia Medical Monthly, page 
1160, which, in brief, consists in catching each at its apex with 
a pair of catch forceps, raising it up, then grasping its base with 
clamp forceps, cutting off the hemorrhoid even with the upper 
surface of the forceps, and then running a continuous suture 
beneath and above the forceps the entire length of the cut sur- 
face; now slip out the forceps, and draw the continuous suture 
tight. When all of the internal hemorrhoids are so treated, we 
then treat those that are external. The usual condition in these 
cases is not one of distinct hemorrhoidal tumors, but a general 
varicose condition of a large number of vessels surrounding the 
anus, which is manifested by tumefaction and a nodular appear- 
ance of the vessels directly beneath the skin and in the subjacent 
tissue. An incision is now made with the scissors from behind 
forwards—first on one side and then on the other of the anus— 
letting it run directly over the apex of the tumefaction, but do 
not extend it beyond the anterior commissure of the anus on 
either side. Now dissect the skin back on each side of the 
tumefaction, from the mass of varicose vessels below, then with 
the curved scissors cut out the mass of varicose vessels, with its 
attending adipose tissue, taking care to get it all out. 

The cut skin surface is now allowed to fall together, when 
one can readily see how much skin can be spared from each side. 
This is then cut off, and the wound closed by a continuous cat-. 
gut suture. The straight incision is to be preferred over the 
tumefaction to the practice of taking out an elliptical piece, 
because one can better judge of the quantity to be removed after 
the varicose vessels have been taken out and the skin allowed to 
take its place. 

Care should be taken in closing up the wound, that at least 
several of the stitches on each side should include the tissues at 
the bottom of the sulcus, in order to compress all oozing vessels, 
and thus avoid any extravasation of blood and dead spaces. 

After each side of the anus has been thus treated, apply a 
compress made wet with a solution of No. 1 Calvert’s .carbolic 
acid, one to thirty or forty of water. This is to be preferred to 
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iodoform, aristol, or any of the dry antiseptic powders, because it 
has been found to be much more efficient in preventing suppu- 
ration, and it is not irritating. 

About forty cases have been treated by this method without 
a single unfavorable result; and it is the rule, with few if any 
exceptions, that all cases thus treated are out and leave the 
hospital or their homes by the ninth day. 

All hemorrhoids and varicose vessels should be removed 
completely. No recurrence can possibly take place if this 
precaution is taken. This method of operation leaves intact 
the band of tissue just at the base of the columns of Morgagni, 
where most of the papillae are found, in which are located the 
endings of the tactile nerves. 


_ Coston, H. R., FAYETTEVILLE, TENN.: THE TREATMENT 
oF Hemorruorps. (Medical and Surgical Reporter.) 

In contrasting the clamp and cautery operation with the 
ligature operation for hemorrhoids, the author has these points 
to make in favor of the clamp and cautery: 


1. In the operation with the ligature you tie up the most 
sensitive of all nerve ends, and there is intense pain, which 
will be kept up until the stump sloughs and the ligature comes 
off. In the cautery operation the nerve end is simply cut 
away and cauterized, and there is nothing left for it to do but 
cicatrize, and it is left in the very best possible condition for this. 

2. The ligature may slip off and secondary hemorrhage 
occur; after the clamp and cautery operation there is no danger 
of secondary hemorrhage. If hemorrhage occur, it occurs imme- 
diately, and the operator can only blame himself for it. _ 

3. There is no danger of a recurrence. Kelsey, of New 
York, and Smith, of London, who have a large experience with 
this operation, support me in this statement. It will be admit- 
ted that recurrences do follow the ligature operation. 

4. Convalescence is much more quickly completed, for the 
reason that it begins at once under the eschar produced by the 
cautery, and would be completed by the time the ligature comes 
away should the two operations be used on separate tumors in 
the same case. 

5. The mortality following the clamp and cautery operation 
is practically nil. 

6. The clamp and cautery operation requires less after-care 
from the operation. 

7. There are no unpleasant sequel. 
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GASTRO-INTESTINAL DISEASE. 


Davis, N.S., JR., Catcaco: THE TREATMENT OF CHRONIC’ 
ENTERITIS, AND THE UTILITY OF EUDOXINE AS AN INTESTINAL. 
ANTISEPTIC. (Medical Standard.) | 

After a description of the history and symptoms of chronic 
enteritis, the writer continues as follows in regard to the treat- 
ment of cases of enteritis involving the small intestine almost 
exclusively : 

It goes without saying that the first indication for treatment: 
is to introduce into the intestinal tract only those substances 
which will be least irritating to it, and which will call upon it 
for the least amount of work. In other words, the digestive 
power of the stomach should be utilized for all that it is worth, 
and the digestive power of the small intestine should be taxed as 
little as possible. The second and equally imperative indication 
for treatment is to keep the intestinal tract as clean as possible. 
This can only be accomplished by provoking frequent and 
thorough emptying. The foods which are best adapted to these 
cases are the albuminous ones; indeed, many patients who resist 
all other forms of treatment will recover in a comparatively 
short time if they adhere strictly to a meat diet. The meat 
which they can take with least discomfort is steak which has 
been carefully subdivided, either by scraping, chopping, or by 
putting it through a meat separator, by means of which the 
steak is reduced to a fine pulpand much of the connective tissue 
fiber removed from it. After the meat has been prepared in one 
of these ways it can be slightly cooked and seasoned with pepper 
and salt. It can be eaten either as a hash or made into patties 
or meat balls, as the patient may prefer. It is made somewhat 
more agreeable if, when it is served, a strong beef tea is mixed 
with it asa gravy. In addition to meat thus prepared patients 
may be allowed for variety lettuce or salads without dressing. 
They may also be permitted to use a small amount of dry toast 
or crackers. It is best for them to take before each meal one or 
two teacupfuls of hot water. 

Some cases may recover on a diet of this kind without the 
use of medicines, being allowed, after several months, to grad- | 
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ually return to an ordinary mixture of foods. Free indulgence 
in water is not contra-indicated. 

While this diet is the best one for severe cases of chronic 
enteritis, a very large number of cases will do well upon a much 
more varied regimen. ‘They can be instructed to use tender, lean 
meats, soft cooked eggs, and fresh fish. They can be permitted 
to take sparingly of the ordinary green vegetables, such as peas, 
string beans, spinach, lettuce,and tomatoes. They can have dry 
breads, crackers and toast, and a little of cooked fruits which are 
not made too sweet. ‘They should carefully abstain from soups, 
from all fat and greasy foods, from most starchy and very sweet 
foods. A modified albuminous diet, such as this, taxes the 
digestive power of the small intestine comparatively little. It 
excludes from use the fats and starches, which are the most diff- 
cult for an inflamed intestine to digest. Except in the mildest 
cases, tea, coffee, and alcoholics should be forbidden. Water and 
skimmed milk can be drunk. : 

In order to maintain the intestines as clean as possible, it is 
best at first to stimulate bowel movements and flush the bowels 
by means of mild salines. For instance, a single dose of Carls- 
bad salts, dissolved in a glass of water and taken in the morning, 
will, in most instances, sufficiently empty the bowels and at the 
same time wash them by provoking thin movements. So soon 
as the urine indicates the absence of indican, and the passage of 
gases from the bowels ceases, or almost ceases, a change can be 
advantageously made from saline laxatives to tonic laxatives. 
Cascara sagrada, aloin or similar drugs, in doses which will not 
provoke diarrhea but will regulate the movements of the bowels 
' by increasing their muscular activity, can be employed. 

In many instances a careful regulation of the diet, with mild 
laxatives, is all the treatment that is required. When, however, 
intestinal fermentation is considerable, it is desirable to also use 
the so-called intestinal antiseptics. An albuminous diet intro- 
duces into the intestines foods which are as little likely to ferment 
as any, and therefore limits very greatly the need of these anti- 
_ septics. It is impossible by the employment of such drugs to 
prevent fermentation in the intestines, but they certainly are 
useful in lessening the amount of fermentation that takes place 
there. They must be looked upon as adjuvants to the dietetic 
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and laxative treatment. Those intestinal antiseptics which are 
most efficient and have been longest used are naphthol, salicylate 
of bismuth, salol, and turpentine. In addition to these the sub- 
gallate of bismuth is often prescribed. Small doses of calomel 
can also be given from time to time with advantage. 

The writer states that for several months he has been using 
one of the newer preparations of bismuth, called eudoxine. It 
is a combination of iodine and bismuth. The exact chemical 
nature of it is indicated by its chemical name; it is the bismuth 
salt of tetra-iodo-phenolphtalein. It contains 52.9 per cent. of 
iodine. It is tasteless and odorless, It can be taken in large 
quantities without producing any disturbance of the system. It 
passes through the stomach without change, unless the stomach 
happens to be alkaline in reaction; but when it reaches the 
alkaline juices of the intestines it is split into bismuth oxide and 
sodium tetra-iodo-phenolphtalein. 

Like other bismuth preparations, it is a mild anti-emetic, but 
it is not as efficacious as subnitrate of bismuth in this respect, 
but it is much more efficacious as an antiseptic. 

It seems to check intestinal fermentation more promptly and 
certainly than any of the other intestinal antiseptics, excepting 
naphthol. As it is much more agreeable to take, and apparently 
entirely harmless, it is of the two drugs mosteligible. Especially 
is it eligible for the treatment of children. The best effects can 
be obtained by the frequent administration of the drug. 


PreTtTyJoHN, E. §., Atma, Micu.: FUNCTIONAL GASTRIC 
DiIsEASES AND THEIR TREATMENT. (The Physician and Sur- 
geon, July, 1897.) ? | 

In the term functional gastric diseases are included all those 
abnormal conditions of the insufficiency of solution and prepara- 
tion, of selection and absorption of food due to causes other 
than some anatomical organic lesion of the stomach, conditions 
dependent on alterations of the nerve supply direct or the nery- 
ous system more remotely. 

The author states that a diagnosis is arrived at by a method 
of exclusion, in which all modern methods of precision are to 
be used. As inspection and palpation yield but little, the gen- 
eral symptoms and the use of the stomach-tube and chemical » 
analyses must be relied upon. 


GASTRO-INTESTINAL DISEASE. 8] 


The gastric secretory nerve is the vagus, when stimulated as 
a whole or at its terminal distribution. There may be an inter- 
ference with the circulation and secretions of the stomach as 
well as variety of sensation, muscular movement, and in the 
quality of the gastric juice and the quantity of gastric ferments. 
Vascular reflex is often present in the stomach from mechanical, 
chemical, and psychical influences, the temporary shock con- 
stricting the arterioles of the glands and membranes, impeding 
the secretion and changing the quality of the digestive fluids. 
Any nervous phenomenon that withdraws blood from the 
stomach causes functional disturbance of that organ and deranged 
digestion. 

Among the causes of functional diseases of the stomach the 
author mentions the following: Irregular hours for meals, and 
eating between meals; drinking large quantities of cold bever- 
ages with meals; failure in preparing and selecting food; much 
brain work directly after eating heartily; constipation, fer- 
mentation being engendered by the presence of bacteria. 

Dr. Pettyjohn recommends hot fomentations to the entire 
spinal cord to increase the nerve supply of the stomach. The 
following is recommended as a functional stomach tonic: 
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M. Fiat pil. No.i. Sig: One an hour after meals. 


For a generally weakened digestion or simple indigestion the 
author uses the following diet table: Take every two hours from 
a wineglassful to a gobletful of peptonized milk, matzoon, or 
whey ; or ateacupful of clam broth, beef tea, or any meat broth 
slightly seasoned and with the fat all skimmed off; or the same 
quantity of rice-water, barley-water, toast-water, gum arabic- 
water, or white of one egg beaten with water, using each alter- 
nately, so the patient does not tire of any. Broths and bouillons 
are mainly stimulants and not nutriments, so do not require 
digestion. 

In hyperacidity the author uses the following diet: Broiled 
lean beefsteak or mutton chop scraped so as to obtain the pulp 
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and juice, avoiding the fiber and fat; finely chopped or three- 
times-ground lean beef after the removal of all the fat and 
eristle and then broiled over the coals, not over three and one 
fourth ounces at once; eggs, soft-boiled, poached, or scrambled 
in milk with a little butter; eggs and milk made into a baked 
custard without sugar; stale white wheaten bread (the best 
homemade bread is preferable) well toasted, and a very little 
butter; good, fresh gluten wafers; water crackers; zweiback, 
unsweetened ; puree of celery, or peas, or beans; white potatoes 
or tomatoes prepared in the same delicate manner, that is, first 
thoroughly cooked, then rubbed through a colander and made 
into a thin, smooth puree with water, the whole being seasoned 
lightly with salt. 


Tuomas, J. LyNN, CARDIFF, ENG.: COLITIS IN THE ADULT. 
(British Medical Journal.) 

The following treatment is recommended: For severe cases, 
milk diet and rest in bed; for the milder cases, abstention from 
fruits and vegetables, a considerable amount of milk daily, and 
the less exercise the better. Even mild excitement, such as going 
to church, ought to be avoided; Sunday morning is invariably 
found to be the worst in the week with these patients. 

With regard to drugs, purgation seems unreasonable, and is 
certainly very unsatisfactory ; even those cases in which one is 
led to suspect an accumulation of feces high up do not gain much 
benefit from purgation, and the fact of retention ought to give 
rise to a serious suspicion that cancer or some narrowing of the 
gut exists, even if there be little pain and no sign of such a com- 
plication. ‘The smallest purge has had bad effects in all the cases 
seen by the author which were uncomplicated. ven a single 
slice of apple or a small quantity of any raw fruit generally 
causes most distressing diarrhea, which is frequently prolonged. 

The drug most relied upon is dilute sulphuric acid; 10 min- 
ims three or four times a day, with a very little opium and a 
carminative, generally controls the diarrhea quickly. When 
this good effect is produced the drug ought to be continued as 
required, a loose morning motion being followed by a dose, and 
should diarrhea again come on, the mixture should be regularly 
taken, but never should the first dose be taken before the first — 
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motion ; the distension then caused is most distressing. If sul- 
phuric acid fails, large doses of catechu, or bismuth and salol, 
may be tried, and these failing, 10 grains of sodium bicarbonate, 
with dill water, act as a sedative if nothing else. 

In certain cases, in which the descending colon is attacked, 
the passage of a long tube and injection of a strong solution of 
nitrate of silver (3 ss-3 1. to 1 pint distilled water warmed) is an 
admirable remedy; it should be administered with caution, but 
frequently results in absolute and immediate cure, the after-colic 
being but a minor evil easily combated. 

Opium is merely of service during the early stages, or after 
diarrhea has been checked. In some cases strychnine acts as a 
good tonic, but the early administration requires caution. 


Powkr, D’Arcy, CHELSEA, ENa.: PATHOLOGY AND SuR- 
GERY OF INTUSSUSCEPTION. (British Medical Journal.) 

In the Hunterian lecture on this subject Dr. Power gave the 
following conclusions: 

Intussusception is a condition which brooks no delay in its 
treatment, for something must always be done at once, except, 
perhaps, in those slight cases which are indistinguishable from 
severe colic. In all doubtful cases purgatives should be com- 
pletely withheld. Cats and rabbits bear a simple invagination with 
remarkable freedom from symptoms, and after a varying period 
of time the invaginated bowel could be excised and the animal 
would recover. All the animals, however, to which purgatives 
were administered after the intestines had been invaginated died 
when enterectomy was performed. Clinical evidence teaches the 
same lesson, for all the records of cases show that the symptoms 
have been seriously increased when the patient has been purged. 
The routine treatment of intussusception is to chloroform the 
patient, and steadily to fill his large intestine with hot salt 
solution under a hydrostatic pressure of not more than three feet 
in a child, the fluid being allowed to remain in the intestine at 
least ten minutes. ‘The earlier this method is adopted after the 
appearance of the symptoms the better are the results obtained, 
but it should not be adopted in enteric intussusception, in cases 
where the symptomsare very acute, or in those where the absence 
of signs or symptoms, with a subnormal temperature, leads the 
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surgeon to suspect that the intestine is becoming gangrenous. 
In these cases, and when the intussusception is not reduced after 
irrigation has twice been tried, and when after reduction the 
intussusception has thrice occurred, the abdomen must be opened. 

The surgeon must then be prepared to deal effectually with the 
conditions he may find by such operative means as he can carry 
out with the least amount of shock and in the shortest space of 
time that is compatible with the safety of the patient. This will 
be insured if he uses the method with which he isthe most familiar. 
But he should bear in mind that hardly a case can arise in which 
he is justified in closing the abdominal wound without at least. 
an attempt to complete the operation by reducing or removing 
the intussusception. Such half measures as the formation of an 
artificial anus are hardly ever justifiable, and the results obtained 
by them are usually most disastrous. In the light of our present 
knowledge it appears that the use of a button or bobbin is most 
likely to give good results when enterectomy has to be done for 
an enteric intussusception, while Maunsell’s operation is best 
adapted for the cure of ileo-cecal and colo-colic forms of intus- 
susception, 


CLuBBE, P. B., SypNEY, ENc.: NOTES ON FIFTEEN CASES 
oF INTUSSUSCEPTION. (British Medical Journal.) 

In the fifteen cases recorded, eight recovered and seven died. 
In three cases the intussusception was reduced by injection of oil 
without operation, leaving twelve celiotomies with five recoveries. 
In one of the cases that recovered, four inches of the ‘small 
intestine were resected, and this in a child under twelve months. 
In a previous report the author recorded seven celiotomies with 
four recoveries, the total being nineteen cases, nine recoveries 
and ten deaths. 

The author concludes the detailed report of this series as fol- 
lows: 

These cases show that we must not give up rectal injections. 
In a certain number of cases the intussusception can be reduced 
by this means even when used a considerable time after the onset 
of the attack. In Case 1 the child had been ill thirty hours, 
Case 4 forty-eight hours, and Case 9 only seven hours. I wish 
to emphasize this because Mr. Owen, in the current Yearbook of — 
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Treatment, in his very kindly notice of my previous paper, 
remarks ‘that we shall probably obtain better results if we 
altogether discard the treatment by rectal injections.” In Case 
14 I opened the abdomen after using an oil injection because I 
fancied I could still feel a small hard mass. As it turned out 
I was wrong, and should have done well to have waited, for I 
found that the intussusception had been completely reduced ; and 
the child unfortunately died in forty-eight hours of sapremia as 
the result of the abdominal section. The injections, if they are 
to be of any use, must be given intelligently. An anesthetic 
must be given, the buttocks must be raised, and warm olive oil 
injected by means of an ordinary enema syringe. If the anus is 
held around the nozzle of the syringe, very considerable pressure 
can be exercised on the column of oil. Common sense must tell 
us how much pressure to put on and when to desist. The amount 
of pressure could be accurately measured by allowing the oil to 
run in of its own weight from a special apparatus, but this is not 
always at hand. After apparently reducing the intussusception 
by injection, be careful not to lose sight of the child for a few 
days, even though the symptoms disappear and it passes a natu- 
ral motion. ‘The intussusception is very liable to recur. Case 
16 is an example of this. 

I think injections of warm oil should be given in all cases 
after the child is under the anesthetic, even in cases of long 
standing when we know that it is impossible to complete the 
reduction by this means. My reasons are these: It always 
reduces the intussusception to a certain extent, and in the best 
and gentlest possible way; and in this way lessens the shock 
of the coming operation, because it lessens the manipulation of 
the intestines. It is especially useful in those cases in which we 
find the intussusception in the rectum ; because if we do not use 
it we may find some difficulty in getting our fingers below the 
tumor to begin the squeezing process. After opening the abdo- 
men in cases of long standing, where we find that the intussus- 
ception stops moving to gentle pressure, I think it would prob- 
ably be better to resect at once. One can nearly always reduce 
these intussusceptions if we take time and use considerable pres- 
sure; but after this prolonged manipulation, which must add 
enormously to the shock, we probably find, when the reduction is 
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eompleted that the bowel is torn so much that we have no alter- 
native but resection, which we now have to do under the worst 
possible conditions. I feel sure that in these bad cases we shall 
get better results by resecting directly we find that force must be 
used. I am strongly in favor of draining in all these cases by 
means of a small gauze drain surrounded by a piece of gutta- 
percha tissue placed just within the abdominal cavity ; this can 
generally be removed in twenty-four hours. soe 


WALKER, T. H., Detroit, Micu.: DIAGNosis oF GASTRIC 
CARCINOMA. (Physician and Surgeon, July, 1897.) 

Gastric carcinoma are more frequently met with between the 
ages of thirty-five and sixty-five, equally in both sexes. Symptoms 
develop more slowly in the pyloric form, the pain, nausea, de- 
ranged appetite, constipation, and vomiting are like those of 
chronic gastritis. Carcinoma may develop on the site of an old 
ulcer, and this must be taken into consideration in the diagnosis. 
The tumor is not always easily palpated even in the last stages. 
Pathological changes in the physiology of digestion are of great 
assistance in making a diagnosis. 

Dr. Walker states that the stomach should be empty of the 
previous meal before the introduction of the test meal, using the 
siphon method. The amount of contents removed at the end of 
an hour after the ingestion will indicate the motor activity of 
the stomach, a large amount, one hundred cubic centimeters and 
over, indicating an atony, a condition which progresses rapidly 
with carcinoma. Absence of free hydrochloric acid is no longer 
considered pathognomonic of the presence of cancer. 

The presence of lactic acid, while not pathognomonic, is sug- 
gestive and a help in the diagnosis; for even with no tumor . 
palpable, the absence of free hydrochloric acid, presence of lactic 
acid, and the characteristic physical signs are in favor of the 
diagnosis of gastric carcinoma, and surely sufficient to warrant 
an exploratory incision. 


BetrmMan, Henry W., Cincinnati: AcuTE DILATATION 
or THE StomacH. (Cincinnati Lancet- Clinic.) 

The author states that there is such an affection as acute 
dilatation of the stomach; that it is fairly uniform in its onset, 
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course, and tendency toa rapidly fatal termination; that the 
treatment must be prompt and active, and that some lives may 
be saved by early recognition of the condition and energetic 
treatment. His conclusions are as follows: 

1. During the course of or convalescence from some acute or 
chronic disease the stomach may undergo rapid dilatation. 

2. This condition is marked clinically by a sudden and violent 
onset ; vomiting is violent and intractable; large quantities of 
fluid are ejected; the fluid is bile. The patient is reduced to a 
state of collapse or exhaustion, which may prove fatal ina few 
days. 3 

3. During the progress of the disease the abdomen becomes 
distended, the right hypochondrium remaining flattened. The 
bowels move spontaneously, and a splash may be elicited over 
the site of the distension. The mind usually becomes clouded. 

4. If treatment is unsuccessful the distension of the abdomen 
increases, vomiting ceases, and the patient dies of exhaustion. 

5. The indications for treatment are, first, supportive meas- 
ures, and, second, the use of the stomach-tube one or more times 
as early in the case as possible. Rectal feeding should be resorted 
to, and nothing should be allowed “ by the mouth” until the 
vomiting has been nearly or quite controlled. 

6. Treatment without lavage is unavailing, and the use of 
narcotics worse than useless. 


FRIEDENWALD, JULIUS, BALTIMORE: THE ACTION OF 
TakA-DiaAsTAsE IN VARIOUS GAsTRIC DIsoRDERS. (New 
York Medical Journal.) 

From a number of original experiments and investigations 
the author arrives at the following conclusions in regard to the 
action of taka-diastase in gastric disorders : 

1. That taka-diastase exerts no influence under normal con- 
ditions upon gastric digestion nor upon cases of nervous dyspep- 
sia with normal motor and secretory functions. 

2. That in cases of motor disturbances of the stomach with 
normal secretory functions, such as atony, taka-diastase increases 
the motor action without in any way influencing the secretory 
function or the digestion of starches. 

3. That in cases of subacidity taka-diastase acts differently, 
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according to whether there is a catarrh or a nervous dyspepsia. 
In nervous cases it has no effect whatever upon digestion, while 
in cases of catarrh it appears to have a tendency to increase the 
flow of acid and promote the digestion of starches. 

4, That taka-diastase exerts its most favorable influence in 
cases of superacidity. It not only promotes the digestion of 
starches in these cases but diminishes the excess of acid and in- 
creases the motor function. 

5. That taka-diastase in a great measure replaces the saliva 
when this secretion is diminished or absent. It then not only 
digests the starches in the stomach, but serves the other function 
of the saliva in stimulating the gastric secretion and therefore 
promoting the proteid digestion. 


Mourpocu, F. H., Prrrssurew, Pa.: THE DIAGNOSIS AND 
TREATMENT OF CHRONIC GASTRIC CATARRH. (New York Med- 
ical Journal.) 

Among the symptoms mentioned were coated tongue, loss of 
appetite, distress in stomach, bloating and belching, nausea and 
vomiting, vertigo, palpitation of the heart, constipation, insomnia, 
headache, loss of energy, and diminution in weight. 

Chemical examination of the stomach contents after a test 
meal is an important measure, but unless more than one examina- 
tion is made it may prove misleading. 

In diagnosticating chronic gastric catarrh the following must 
be excluded, the gastric neuroses, ulcer, cancer, and atrophy of 
the gastric glands. In regard to atrophy of the glands, a con- 
stant absence of rennet and the rennet zymogen forces one to 
diagnose this pathological change. 

As regards treatment, the patient should be advised to sleep 
in a well-ventilated room; keep regular hours; meals at stated 
intervals ; eat slowly ; masticate food thoroughly; drink nothing 
with meals; bathe frequently; regular, open-air exercise, and a 
daily morning evacuation. Diet must be selected for each individ- 
ual case; avoidance of proteids if hydrochloric acid is absent; 
milk if rennet is absent, substituting kumyss and buttermilk, 
and the administration of take-diastase in absence or diminution 
of the saliva; hydrochloric acid if none is being secreted. 
Lavage, if there is much mucus, should be employed. - 


Book Revievwsz. 


A Text-Book of the Practice of Medicine. By James M. Anprrs, M. D., 
Ph. D., LL.D., Professor of the Practice of Medicine and of Clinical 
Medicine in the Medico-Chirurgical College, Philadelphia; Attending 
Physician to the Medico-Chirurgical and Samaritan Hospital, Philadel- 
phia, etc. Illustrated. Publisher, W. B. Saunders, Philadelphia. 

The progress has been so rapid in the science of medicine in 
fhe last decade that it is gratifying to see men write books on 
the subject that keep apace with the advancement. The author 
is eminently qualified for this work. A teacher of eminence for 
many years, a clinician of varied experience, and a practitioner 
of unusual opportunity, fits him to give to the profession a work 
on practice of real and positive worth, which he has done. The 
author has attempted to write a book suitable to both the busy 
practitioner and the student at college. He has very wisely 
tabulated differential diagnosis, and the reader will be greatly 
benefited by these diagnostic tables. To those in the profession 
who have not had the time nor opportunity to study elaborate 
works -on etiology and bacteriology the book will be of great 
service, because it contains concisely all that is necessary to know 
on the subjects. Modern thought obtains throughout the book. 
For instance, under the head of tuberculosis the following 
definition is given: ‘A chronic (less frequently acute) infectious 
disease caused by the bacillus tuberculosis.” The sooner this 
definition is accepted the better, for from this standpoint alone 
is the ravages of this dread disease to be combated and stopped. 
The old idea that tuberculosis was strictly an “inherited” dis- 
ease is dispelled by the author, and the hereditary tendency given 
its proper significance. Then, too, the author is explicit in| 
naming the different localities of the body which are liable to 
undergo tuberculous attacks. Grave mistakes are often made by 
not recognizing this. fact and giving a local point radical treat- 
ment, in order to save the patient from general tuberculosis. 
This one subject only is selected to show the excellent and ac- 
curate way of the author’s style, but on all subjects treated it 
will be found that the book is abreast of modern thought. The 
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work is issued in one volume of 1,259 reading pages. The 
publisher has again ‘ scored a notch ” in issuing a book perfect 
in form and lovely to look upon. Prices, $5.50 and $6.50, net. 


About Children: Six Lectures given to the Nurses in the Training School 
of the Cleveland General Hospital in February, 1896. By SamurL W. 
Kerwuty, M. D., Professor of Diseases of Children in the Cleveland Col- 
lege of Physicians and Surgeons (Med. Dept. Ohio Wesleyan University) ; 
Pediatrist to the Cleveland General Hospital; Consulting Physician to 
the Cleveland City Hospital; President, 1896 and 1897, Ohio State Pedi- 

_ atric Society: Editor Cleveland Medical Gazette. 180 pages. Price, in 
buckram, post paid, $1.25, net. Cleveland: The Medical Gazette Pub- 

lishing Company. 1897. 

This is a very entertaining and instructive little book, and 
while it makes no pretentions to be a text-book, it will serve 
that purpose admirably in nurses’ training schools. It takes up 
rather in detail the “ Peculiarities of the Anatomy in Infancy 
and Childhood,” “ Definition of Terms New-born, Infancy, 
Childhood, Youth,” “Growth and Development, and Physi- 
ology.” Lecture IV deals with “ Symptoms and their Interpre- 
tations,’ and is one of the best written of the book, in which is 
considered the facies, cry, cough, breathing, pulse, and tempera- 
ture, appetite, vomiting, bowel movements, pain, tongue, teeth, 
etc., it being a difficult task to discriminate in regard to how 
much to tell in a book of this character. Dr. Kelley has 
accomplished this task admirably. 

Some common lay—and it is to be regretted, professional, 
too—superstitions are dispelled, among them being the classifica- 
tion of membranous croup with diphtheria, and the importance 
of proper quarantine and disinfection in the exanthemata. An 
appendix is published, giving some recipes for beef juice, whey, 
barley water, etc. 


Constipation in Adults and Children. With special reference to habitual 
constipation and its most successful treatment by the mechanical methods. 

By H. Ituoway, M. D., New York City. New York: The Macmillan 

Co. 1897. Price, $4. 

At first glance it would seem rather surprising that one could 
consume nearly five hundred pages in the consideration of one 
subject—constipation. Yet this has been done by Dr. ee 
and very successfully and entertainingly too. 
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The first twenty-six pages are taken up with a description of 
the anatomy of the intestine, and it is somewhat surprising that 
a book of such pretensions should have gone so little into detail 
of the minute anatomy of the intestinal tract, so much does its 
function depend upon the normal secretions of these organs. 

The author ascribes to the sigmoid the province of a reser- 
voir for the feces, claiming that the rectum is always empty save 
during defecation. 

Constipation is defined as a “delayed evacuation of the 
bowels,” and a person is considered constipated who does not 
have a full, free evacuation once in three days at the farthest. 

Acute and chronic constipation are considered in detail, with 
a number of clinical reports given of interesting cases. 

The chapters on constipation in infancy and childhood are very 
complete, more so than those descriptive of the same condition 
in the adult. 7 

It goes into detail regarding congenital constipation, with the 
relation of a number of interesting cases collected from medical 
literature. | 

The term “acquired ” constipation is used to describe that 
form of constipation in children caused by neglect on the part 
of parent or nurse, or on account of the development of some 
morbid process subsequent to birth. The book is very interest- 
ing and instructive. | 


Pathological Technique: A Practical Manual for the Pathological Labora- 
tory. By Frank Burr Matuory, A. M., M. D., Adjunct Professor of 
Pathology, Harvard University Medical School, etc., and James HomrER 
Wricat, A. M., M. D., Instructor in Pathology, Harvard University 
Medical School. With 105 illustrations. Philadelphia: W. B. Saunders. 
1897. Price, $2.50, net. 

The plan of this work is most admirable, and it will prove 
valuable as a reference and guide to those accustomed to doing 
post-mortem work, and should encourage others to undertake it 
oftener. Part I includes post-mortem examinations, external 
and internal examinations of the body; Part 11, bacteriological 
examinations; Part III, histological methods. 

Section 8 of Part IT is a very important portion of the 
work—bacteriological examinations at autopsies—and has been 
much neglected in the past. It takes up in detail the various. 
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steps in technique—methods of preparing culture media, of 
obtaining specimens, cultures, etc., and Section 3 takes up the 
inoculation of animals; Section 5 is descriptive of bacteriological 
diagnosis, and with the accompanying illustrations is very lucid 
indeed. 

The authors have produced a very valuable book, a splendid 
book of reference to all, whether specially interested in this 
special branch or not. 


Klemperer’s Clinical Diagnosis. By Dr. G. KLtemprrer, Professor at the 
University of Berlin; first American from the seventh and last German 
edition; authorized translation by NatHan E. Britu, A. M., M. D., 
Adjunct Attending Physician, Mt. Sinai Hospital, and SAamMvEL M. Brick- 
NER, A. M., M. D., Assistant Gynecologist, Mt. Sinai Hospital Dispensary, 
is unnounced for early publication by The Macmillan Company. . 
Dr. Klemperer’s work on Clinical Diagnosis is widely known, 

and all English readers will be rejoiced to find within their 

reach this very comprehensive but condensed manual. Its 
chapters deal with the inspection and examination of the patient, 
the diagnosis of the acute infectious diseases, diseases of the 
nervous system, digestive diseases, each under its special symp- 
tomatology, diseases of the respiratory apparatus, the heart and 
circulation. ‘Two chapters are devoted to urine analysis and to 
the diseases of the kidneys. The four concluding chapters deal 
with the disturbances of metabolism, the diseases of the blood, 
the Roentgen rays as diagnostic aids, and animal and vegetable 
parasites, including such bacteria as are of clinical importance. 

No book so complete, short of a text-book of medicine, is 
before the American medical public. It has passed through 
seven editions in its original language (German) in as many > 
years. The German school leads in clinical diagnosis, and this 
little work is an exquisite example of its methods. 


Surgery of theRectumandPelvis. By Cuarizs B. Kersey, A. M.,M.D., 
New York, Professor of Surgery at the New York Medical School and 
Hospital; Member of the New York Academy of Medicine, etc. Pub- 
lishers, Richard Kettles & Co., 129 Fifth Avenue, New York. 

An edition on “ Diseases of the Rectum” by this author 
was reviewed in this Journal not long since and highly com- 
mended. It is well known by the profession that his reputation 
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was made as a specialist in rectal work. As an operator and 
author in this line he acquired considerable distinction. Just 
why the author now appends Gynecological chapters in his book 
is not clear, It isthe consensus of opinion that no one should 
enter a special field until five years at least have been passed in 
general work. It is just as incumbent that “ five years at least” 
should be given to actual work in the line of gynecology 
before one should assume to be an authority and “ write a 
book.” Indeed, it is difficult to understand to what class of 
readers this book is directed. If to those interested in rectal 
work, we would say, good, very good. If to those interested 
in gynecological work, why, much more can be learned by 
reading the works of authorities on that subject. The publishers 
deserve special mention for the splendid manner in which the 
book is issued, clear type, extra fine paper, and a very handsome 
appearance. 


The Electro-Therapeutic Guide. By Wma. F. Hown, M.D., Ph. D., 

Indianapolis, Ind. 

This book is intended as a guide or aid to the correct use O 
electricity in the hands of the general practitioner. 

The average practitioner is not prepared for an intelligent use 
of electricity, not being able to recall or not knowing the many 
details necessary for its intelligent application. Intelligently 
applied it may be of the greatest value, but in the hands of the 
ignorant much harm may result. 

Such a book should surely have ready sale, for it condenses the 
salient points of the practical part of electricity, besides giving 
much yaluable information in regard to the technique of its 
therapy: | 


Essentials of Bacteriology. Being a concise and systematic introduction 
to the study of micro-organisms, for the use of students and practitioners. 

By M.V. Batt, M. D., Bacteriologist to St. Agnes’ Hospital, Philadelphia. 

Third edition, revised. With 81 illustrations, some in colors, and 5 plates. 

Price, $1. Philadelphia: W. B. Saunders. 1897. 

This is an extremely useful little book, and the fact of its 
already having reached its third edition since its first publication 
in 1891 is sufficient evidence of its popularity. The present 
edition is but little changed from its predecessors, there being a 
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revision of the chapter on “ Diphtheria,” and an added article 
on “ Bacteriologic Examination of the Organs and Cavities of 
the Human Body” in the appendix. The illustrations are 
uniformly excellent, especially those depicting the various steps 
in the technique of bacteriological work. The chapter contain- . 
ing the description of the malarial organism is disappointing, as 
the developments in this special field would warrant a more 
extended notice. 

The book is truly an “essential” to practitioners, especially 
to those whose graduation dates prior to the establishing of 
bacteriological laboratory work as obligatory in all medical 
schools, 


Wotes. 





In January, 1898, The Philadelphia Medical Publishing 
Company, incorporated under the laws of Pennsylvania, will 
begin the publication of a weekly medical journal, to be called 
The Philadelphia Medical Journal. The company has a capital 
of $30,000, in shares of $10 par value, full paid and non-assess- 
able. The management of the company is entrusted to a board 
of trustees, in which are representatives of leading medical 
schools. Those selected to serve for the first year are: Daniel 
Baugh, Esq., of the Jefferson Medical College; Charles William 
Bergner, Esq., of the Medico-Chirurgical College; Robert R. Cor- 
son, Esq., of the Woman’s Medical College of Pennsylvania; W. 
W. Keen, M.D., of the Jefferson Medical College; J. Ewing 
Mears, M. D., of Philadelphia; S. Weir Mitchell, M. D., of the 
University of Pennsylvania; Thomas8. K. Morton, M. D., of the 
Philadelphia Polyclinic ; Joseph Morwitz, Esq., of Philadelphia ; 
Jonn H. Musser, M. D., of the University of Pennsylvania; 
William Osler, M. D., of Johns Hopkins University ; William 
Pepper, M. D., of the University of Pennsylvania; William 
Potter, Esq., of the Jefferson Medical College; John B. Roberts, 
M. D., of the Philadelphia Polyclinic; Charles E. de M. Sajous, 
M. D., of the Medico-Chirurgical College; William Thomson, 
M. D., of Philadelphia; James Tyson, M.-D., of the University 
of Pennsylvania; Barclay H. Warburton, Esq., of Philadelphia ; 
_ James C. Wilson, M. D., of the Jefferson Medical College ; the 
President of the Philadelphia County Medical Society. 

The editorial management has been entrusted to Dr. George 
M. Gould, whose high reputation as a medical editur guarantees 
a vigorous, high-toned, and interesting publication. 

A thoroughly efficient business management will be arranged, 
which will ensure a large circulation and a valuable advertising 
_ department. : 

Published in Philadelphia, which for over one hundred years 
has been regarded as the medical center of the country, and 
under a strong and thoroughly representative management, the 
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cosmopolitan character and permanent success of this journal 
seem assured, 

It will be conducted solely in the interests of medical science 
and the medical profession. The editorial columns and the 
advertising pages will occupy the same high plane of clean, 
independent journalism, free alike from the undue influence of 
individuals, of firms, or of schools. 

In addition to the usual attractions of a first-class medical 
journal, there will be important new features of service to its 
subscribers, but with the view of securing promptly an unequaled 
circulation, the price of subscription has been placed at $3.00 
per annum. It is hoped that you will actively support this 
important undertaking in the interest of the whole profession. 

The editor particularly requests that original articles, clinical 
memoranda, ete., of value to practitioners shall be sent to him 
for publication in the early issues. 

All subscriptions, papers, and correspondence should be 
addressed to The Philadelphia Medical Journal, Box 1573, Phila- 
delphia, Pa. 


THE Christmas Ladies’ Home Journal opens with a page of 
pictures of beautiful children, selected from thousands of por- 
traits. The children’s holiday greeting is a pleasing introduction 
tu the excellent articles pertaining to the great festal season. One | 
of these interestingly describes Christmas in the Palace at Pots- 
dam, telling how the German Emperor and Empress and the 
Royal children celebrate the day. There are also two admirable 
short stories, ‘ Christmas at ‘The Hollyhocks,’ ” and “ Christmas 
at the Trimbles’.” 

A feature that will arouse widespread interest is the first 
letters of a series giving “The Inner Experiences of a Cabinet 
Member’s Wife.” They present an inside view of Washington 
political and social life, as has never before been done in any 
magazine. The letters will occasion much surprise. <A reading 
of the first installment makes obvious the reason for withholding 
the writer’s name. 

Every reader of fiction will be delighted to find the opening 
chapter of Hamlin Garland’s new serial, “ The Doctor.” Mary 
EK. Wilkins carries her readers into her favorite realm, New | 
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England, in one of her sketches, “The Christmas Sing in Our 
Village,” and Lilian Bell, in her second letter from London, 
sums up her studies of English men and women at short range 
in keen and brilliant epigram. 

Edward W. Bok points out how to make ae the 
Christmas of the youth and the aged, and decries the use of 
slang by girls, and the habit of talking about one’s ills. The 
only correct and authorized version of ‘“ The Lost Chord” ever 
published in this country appears, with an autograph note by its 
famous composer, Sir Arthur Sullivan. 

Practical articles on Christmas tell of suitable things to make 
for gifts, and details games, amusements, etc. Mrs. Rorer, in 
addition to her cooking lesson, has an instructive article on 
candy-making, and another on how to set the Christmas dinner- 
table, and cook and serve the dinner. The excellence of the 
illustrations is striking, and in every feature the Christmas Jour- 
nal is attractive and useful. By The Curtis Publishing Company, 
Philadelphia. One dollar per year; ten cents per copy. 


THE following letter has been received from the United 
States Department of Agriculture, Division of Chemistry: 


W asHineTon, D. C., September 17, 1897. 


Dear Sir: Under authority of Congress, the Department of Agriculture 
is investigating the extent and character of food and drug adulterations, and 
is desirous of securing all the information possible on the subject. Having 
been appointed special agent to inquire into and report upon this matter, the 
undersigned writes to request that you kindly furnish the Department all 
the information you have in regard to adulterations, together with any sug- 
gestions as to the best remedy for the evil. 

(1) Do you know of any new adulterant? If yes, state what, and how 
used. 

(2) Would a national food and drug law assist in preventing adulteration ? 

(8) Would uniform food, drug, and pharmaceutical laws tend to promote 
efficiency and purity? 

(4) Please suggest what would best promote the interests of consumers and 
legitimate manufacturers and dealers. 

(5) What is your opinion as to the extent of damage done legitimate busi- 
ness by imitation of brands, packages, etc. ? 

(6) To what extent do sophistication, misbranding, and injurious adultera- 
tion exist? 

(7) Have State laws aided in preventing adulteration? To what extent? 

(8) Would a national law assist State officials in property execu the 
local laws? 
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(9) Have adulteration, sophistication, and misbranding increased or de- 
creased ? 
Prompt replies to the above, together with any other information or sug- 


gestions, will be highly appreciated. Yours respectfully, 
: A. J. WEDDERBURN, 
Approved: JAMEs WILSON, Special Agent. 
Secretary. 


WE are in receipt of a brochure by Dr. Lewis 8. McMurtry, 
of Louisville, entitled ‘The Evolution and Perfection of the 
Aseptic Surgical Technique,’ which is a masterpiece, scientific- 
ally and typographically. 

The article was read before the Southern Surgical and Gyne- 
cological Society, and is reprinted from its transactions. IJt has 
already received prominent mention in the medical press as a 
scholarly address. 

It is upon the typographical work and the general make-up 
of the brochure that we wish to comment, the cover being of 
dark-green paper, the title of the article being upon a white slip 
pasted upon the front cover. This is an innovation of the make- 
up of a brocure, and will doubtless prove popular. It is from 
the house of John P. Morton & Company. 


At the Fourth Annual Meeting of the American Medical 
Publishers’ Association, held in St. George Hall, Philadelphia, 
on May 3lst, the following resolution was introduced and 
adopted : | 

WHEREAS, The Imperial Granum Company has announced the with- 
drawal of all its advertising patronage from the lay press, and signified its 
intention of using medical mediums only in the future; therefore be it 

Resolved, That the American Medical Publishers’ Association, in session 
at Philadelphia, hereby endorses and commends this action of the Imperial 
Granum Company, and further recommends this course to other manufacturers 
who desire the support and co-operation of the medical profession. 


CorrecTion.—Through ignorance of the facts, in the Octo- 
ber, 1897, issue of the QUARTERLY it was stated that the feature 
of the British Medical Association meeting in Montreal was the 
issuance of a Daily Bulletin, containing a full report of the pro- 
ceedings of the day before in the various sections, and that it 
would be well for our American Societies to follow this. exam- 
ple. Since then we have been informed by Dr. Frank Trester 
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Smith, of Chattanooga, Secretary of the Tri-State Medical Society, 
that this society as far back as 1893 published a bulletin con- 
taining an account of the proceedings during each day of the 
meeting. It gives us pleasure to acknowledge our error, and 
to give the credit which is due the Tri-State Society. 


P. Buaxrston, Son & Co. have just issued a book entitled 
Diseases of the Stomach: Their Special Pathology, Diagnosis, 
and Treatment, with sections on anatomy, analysis of stomach 
contents, dietetics, surgery of the stomach, ete., by John C. 
Hemmeter, M. B., M. D., Ph. D., of Baltimore. ae 

The profession of this country needs no introduction to Dr. 
Hemmeter, all being acquainted with his writings in the current 
medical literature. A review of it will be published in the next 
number. 


PockEeT CasE.—An extremely attractive and useful article 
has recently been issued by the Antikamnia Chemical Company, 
in the shape of an Antikamnia Pocket Case, to the entire medi- 
eal profession of the United States. It contains several small 
boxes with a number of tablets in each of the various combina- 
tions issued by this company, of antikamnia with salol, quinine 
codeine, ete. | 


THE PHARMACOLOGIST is a new quarterly journal which has 
just been received, edited by F. E. Stewart, M. D., Ph. G., and 
published by F. K. Stearns, of Detroit, Mich., the subscription 
price being twenty-five cents a year. 

THE first number of the Journal of the American Psycholog- 
ical, Medical, and Surgical Society has just been received. It is. 
edited by Thomas Bassett Keyes, M. D., LL. D., of Chicago, 
and is published quarterly. 


Publisher's Wotice. 


Buecu, G. M., Derroir: SuccressruL TREATMENT OF 
Curonic RHEUMATISM. (Journal of the American Medical Asso- 
ciation.) 

Chronic rheumatism, articular or muscular, is considered by 
the laity an incurable affection. The pain, stiffness—in other 
words, the disagreeable symptoms of rheumatism, however, 
drive them into the hands of physicians, usually after every 
kind neighbor’s roots and liniments have failed. 

It is this class of cases that the beginner in a community is 
most apt to get, the older physician’s time being taken up with 
cases of a more or less acute character. Besides, the older phy- 
sicians have prescribed once or twice for the rheumatic, but no 
cure being obtained he was dropped. 

A few months ago the writer contracted chronic articular 
rheumatism and pleurodynia. It is therefore but natural that 
I should have paid some attention to this affection. Summing 
up my theoretical knowledge of the malady and my experience 
from actual practice, I think I can say without fear of contra- 
diction that chronic rheumatism is a curable affection, and that 
every young practitioner could materially benefit his patients if 
he is willing to devote to them some time and labor. 

Although this paper can neither deal with either the causes 
nor the pathology of the malady under. consideration, I beg, for 
the sake of explaining my standpoint, to make these statements : 
(1) I am a firm believer in the fact that there are forms of so- 
ealled chronic articular and muscular rheumatism which are 
never following an acute attack? (2) That so-called gonorrheal 
rheumatism is not a rheumatic affection proper, but a complica- 
tion of gonorrhea, and has no connection with rheumatism what- 
ever. If Dr. Satterlee, in his excellent monograph (Geo. 8. 
Davis, 1890), takes an opposite view, using “‘ reason rather than 
empiricism ” for his assertions, I speak from practical observation 
and actual experience among my own patients. That the same 
facts were observed by the most popular authorities every one 
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knows. Unacquainted as we are with the real etiologic factors 
of rheumatism, our treatment must be general. 

I shall not copy all these rules and regulations as laid down 
in text-books, but will come to the point. Hygienic treatment. 
is desirable wherever such can be carried out. If we know that 
a certain occupation, a damp domicile, bad surroundings of the 
patient predispose if not actually cause rheumatism, what is more 
desirable than a complete change? Dietetic treatment should be 
encouraged wherever there is a so-called rheumatic or gouty 
diathesis present. 

Internal treatment is practically useless. Salicylates, potas- 
sium iodid, arsenic, iron, colchicin, and a host of other remedies 
have been tried, but with what success everybody knows. A 
friend of mine asserted enthusiastically that he could cure every 
case of rheumatism, provided the patient takes unusually large 
doses of natrium salicvlicum, but I never tried it more than 
once. The untoward effects this drug caused were more than 
my patient, a robust fellow, could stand. 

External applications are quite popular, and rheumatic lini- 
ment manufacturers reap a rich harvest (financially, of course). 
Occasionally, when there is much pain and tenderness, I prescribe 
an alcoholic solution of menthol, but expect a temporary effect 
only, | 

Electricity, both the faradic and galvanic current, is of little 
avail. Several years ago I treated a good many patients with 
this method. I had them come to my office daily for months, 
and then they went away dissatisfied, claiming that while they 
felt somewhat better from such a prolonged treatment, they 
expected permanent cures. From the strong faradic current I 
saw no benefit at all. 

When I contracted this affection, which, by the way, located 
itself in my elbow and wrist joints of both hands, as well as in 
form of a pleurodynia (making me at first believe I had some 
heart trouble), I thought of going to our nearest watering-place 
—Mount Clemens. For various reasons, and on account of 
some cases demanding my personal attention, I could not do this, 
so I decided to try the dry-hot air treatment which was recently 
so highly praised in French literature. I purchased from Messrs. 
Frank 8. Betz & Co., of Chicago, their arm and leg bath; took 
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four baths and was relieved. It occurred to me then that I was 
mistaken in my diagnosis. I then called on six parties, all of 
whom are my patients, afflicted with one or the other form of 
chronic rheumatism, with which affection they went around 

considering it of no avail to take further treatment. Relief 
followed immediately after the first bath in each of the six cases. 
Of course they would feel the symptoms return the next day. 
Then other baths were taken. 

In every one of the instances complete relief from all symp- 
toms was experienced, and now within two months no recurrence, 
although we had here the most changeable and undesirable 
weather, and although all of the patients took neither any 
medicines whatever nor did they change their mode of life, 
occupation, and surroundings. One patient goes to his damp 
rac-shop daily; the other patients continued their usual lives, 
No massage was practiced after the baths save that I anointed 
the hands or legs with a little vaselin. 

Of the value of dry-hot air in chronic rheumatism there can 
be no question. Shoemaker, Bartholow, and other eminent 
authorities speak of it highly in their text-books on materia 
medica. 

I have no doubt but what such treatment may prove of great 
utility in ankylosis, rheumatoid arthritis, similar affections and 
Bright’s disease, but am fortunate enough not to have had as yet 
any practical experience with such cases, but undoubtedly will 


use my bath again should any such cases come under my obser-— 


vation. 

The hot-air bath I use isa very neat looking piece of office 
furniture. It is an oxidized metal cylinder thirty inches long, 
fourteen inches high; a funnel and pipe of same material carry 
hot air from a nickel-plated heater to a hot-air distributer. There 
is no smoke or smell. By means of several valves the heat can 
be regulated. A thermometer registers the amount of heat. 
The cylinder is lined with asbestos, arm or leg rested in a 
Turkish hammock. There are attachments for arms, legs, and 
other regions, 

115 Miami Avenue. 
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THE QUARTERLY SPECIAL TO THE DENVER MEETING OF 
THE AMERICAN MEDICAL ASSOCIATION. 





For several years it has been the 
custom for a special train to be run out 
of Chicago to the places of meeting 
of the American Medical Association, 
under the auspices of the Journal of 
the Association, and known as the 
“Journal Train.” Those who have 
had the good fortune to go by this 
train have been loud in their praises 
of their treatment at the hands of those 
in charge, and of the pleasure at being 





in a doctors’ special train. 

RO re ee oe This year, in June, the American 
Medical Association mects in Denver, and there is every indica- 
tion that the visiting members and their friends will be royally 
entertained. The great draw-back to making this trip is the 
railroad tare, but the assurance that the rate will not exceed one 
fare for the round trip, and the liberal allowance of a thirty-day 
limit, will make the trip worth the taking. 

The QUARTERLY SPECIAL will be run from St. Louis west 
to Denver, arrangements being made with all eastern, south- 
eastern, and southern lines to connect at this point, selling through 
return trip tickets via Special from St. Louis to Denver. In 
this way the two trains will not conflict, but the QUARTERLY 
SPECIAL will really be run as an adjunct to the Journal Train. 
Besides the attractive program assured by the local committee, 
both o1 scientific and social character, there is much to be seen 
in Denver, and the surrounding Colorado scenery is incomparable. 

Another feature which will be much appreciated by all 
who go by the QUARTERLY train is the arrangement whereby 
passengers can stop on their return, inside the thirty-day 
limit, at Omaha, the “ Enchanted City,” where the Trans-Missis- 
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sippi and International Exposition will be open, Arrangements 
are already far advanced, plans have been definitely adopted, and 
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FINE ARTS BUILDING—OMAHA EXPOSITION. 


the work of construction is being vigorously performed in all 


departments. The plans have been arranged on an elaborate 














PIKE’S PHRAK. 


scale of architecture for all the principal buildings of the Exposi- 
tion, which are ranged on either side of the Grand Canal, 


OF THE AMERICAN MEDICAL ASSOCIATION. 


Facing the Plaza, directly inside the main entrance, is the 
Fine Arts Building, in the shape of a parallelogram, the long 
axis being parallel to the Grand Canal. It is 246 feet long and 
130 feet wide. 

The Machinery and Electricity Building is located on the 
northeast corner of the Grand Court, being east of the Mine 
Building and across the lagoon from the Manufacturers’ Building. 
There are triple entrances on the main floor level in the center 
of the main front, and similar groups in the centers of the east 
and west fronts, with four emergency exits in the north wall. 
The entire building will be a series of yellow and ivory tones, 
growing more intense as they reach the top, culminating in the 

















ACROSS THE GORGE—GRAND CANON. 
D. & R. G. R. R., Colorado. 


dull golden statuary full of primitive vigor which surmounts the 
building and symbolizes its use. 

Train loads of building material of all kinds, machinery, and 
other supplies are daily unloaded on the grounds, convenient to 
the buildings. In every direction hundreds of mechanics and 
laborers are busily employed hastening the exposition work to 
completion. 

One point to be noticed is the success of the designers in 
keeping free from the influence of other expositions. The plan 
of grounds, the grouping and design of buildings, the scheme 
of color, are all wholly different from any former achievement. 


THE QUARTERLY SPECIAL TO THE MEETING. 


A visit to Omaha alone would fully repay one for the trip 
west. 

_ Of the Colorado scenery volumes could be written; and here 
are reproduced a few cuts of choice bits. Of the resorts which 
are noted in this section none are more deserving of praise 
than Glenwood Springs, Colorado. It is in the very heart of 
the Rocky Mountains, readily accessible by rail from the East 
and West. Here one gets pure air, picturesque scenery, healthful 
surroundings, and the marvelous hot springs which have given 
the place its great fame. The elevation of the springs is 5,758 





GLENWOOD SPRINGS. 


feet, the same as Denver, and the town stands at the confluence 
of two mountain streams, the Roaring Fork and Grand River, 
and is about equi-distant from Denver and Salt Lake City. Near 
at hand is the remarkable canon of the Grand River. 

Arrangements will no doubt be made for every one to visit 
the place who is in attendance on the meeting. 

Further information in regard to the QUARTERLY SPECIAL 
can be had by addressing the QUARTERLY SPECIAL, Box 434, 
Louisville, Ky. A complete itinerary will be mailed on appli- 
cation. | 
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Qi HYDROZONE °°! 3e22'Seun coy 
= in 2 .> THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER 
Se N IANS, HARMLESS STIMULANT TO HEALTHY GRANULATIONS, 
«h \ NGS ay 
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« ee ES / (C. P. Glycerine 
( ee Zaye GC EY G O O N E combined with Ozone) 
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THE MOST POWERFUL HEALING AGENT KNOWN. 


These remedies cure all diseases caused by Germs. 
Successfully used in the treatment of diseases of the Genito-Urinary Organs (Acute or Chronic): 


Whites, Leucorrhcea, Vaginitis, Metritis, Endometritis, 
Ulceration of the Uterus, —— Urethritis, Gonorrhcea, — Cystitis, 
Ulcer of the Bladder, Etc. 


Send for free 240-page book ‘‘ Treatment of Diseases caused by Germs,” containing reprints 
of 120 scientific articles by leading contributors to medical literature. 

Physicians remitting 50 cents will receive one complimentary sample of each, ‘‘Hydrozone” 
and ‘‘Glycozone” by express, charges prepaid. 


Hydrozone is put up only in extra small, small, medium, PREPARED ONLY BY 
and large size lottles, bearing a red label, white letters, gold and 
blue border with my signature. 

Glycozone is put up only in 4-0z., $-0z. and 16-0z. botties, nee 
bearing a yellow label, white and black |] tters, rel and blue 
border with my signature. 


Marchand’s Eye Baisam cures ail inflammatory and Chemist and Graduate of the ‘‘Ecole Centrale 


co.tagious diseases of the eyes. des Arts et Manufactures de Paris’’ (France). 
Charles Marchand, 28 Prince Street, New York. 
Sald by leadin~ Druggists. Avoid Imitations. (= Mention this Publication. 





THE STANDARD 
LISTERINE. "snccrne 
LISTERINE is to make and maintain surgical cleanliness 


in the antiseptic and prophylactic treatment and care of 
all parts of the human body. 


LISTERINE is of accurately determined and uniform 


antiseptic power, and of positive originality. 


LISTERINE is kept in stock by all worthy pharmacists 


every where. 


| STERI N FE is taken as the standard of antiseptic prepa- 


rations: The imitators all say, “It is something like 
LISTERINE.” 
LAMBERT’S A valuable Renal Alteratweand Anti-Lithic agent, of 


marked service in the treatment of Cystitis, Gout, 
LITHIATED Rheumatism, and diseases of the Uric Diathesis 


HYDRANGEA. generally. 


DESCRIPTIVE LITERATURE UPON APPLICATION. 


LAMBERT PHARMACAL COMPANY, St. Louis. 
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Special Bofices. 


VALUABLE REMEDIES WorTHY OF ATTENTION.— Especially at this season 
‘ are the tablets of ‘“antikamnia and codeine,” each containing four and three 
fourths grains antikamnia and one fourth grain sulphate codeine, worthy of 
attention in the treatment of pulmonary diseases. This combination is a seda- 
tive to the respiratory centers in both acute and chronic disorders of the lungs. 
Cough, and in fact nearly all neuroses of the larynx, are in the vast majority 
of cases promptly and lastingly relieved, and often entirely suppressed. In the 
treatment of LaGrippe and its sequele its value is highly esteemed. In dis- 
eases of the respiratory organs, pain and cough are the symptoms which 
especially call for something to relieve; this combination does this, and in 
addition controls the violent movements accompanying the cough. To ad- 
minister these tablets in the above conditions, place one tablet in the mouth, 
allowing it to dissolve slowly, swallowing the saliva. Exhibited in the grinding 
pains which precede and follow labor, in the uterine contractions which often 
lead to abortion, as well as in the nocturnal pains of syphilis, the results ob- 
tained are most satisfactory. In the various neuralgias, and in all neuroses: 
due toirregularities of menstruation, this combination affords immediate relief, 
and the relief is not merely temporary and palliative, but in very many cases 
curative. In these last conditions, always instruct that tablets be crushed 
before taking. 


Sus-AcuTE RHEUMATISM OF THE AGED.— With the majority of people 
one of the signs that the grand climacteric has been reached and passed, or at 
least is very close at hand, is the presence of vague rheumatic pains of a tran- 
sitory character, but present somewhere almost continually. Sometimes (we 
might say in the majority of cases) the sensation is scarcely severe enough to 
be called a pain, but rather a soreness of the muscles, which is intensified on 
the approach of cold weather or preceding a change of weather, and especially 
before long wet spells. 

In the morning, on awakening, the patient will feel sore all over or pos- 
sibly some joint will be affected, usually one which years gone by has been 
the seat of some injury, such as a fracture, a sprain, or a severe wrench. 

Medical authors have not considered this form of rheumatism of sufficient 
importance to give it a name, and most of those so affected accept it as one of 
the penalties of advancing years or as something for which medication is use- 
less. 

Tongaline Liquid, teaspoonful doses in a wineglassful of hot water, or 
Tongaline and Lithia Tablets, two at night upon retiring and two on arising, 
washed down with copious draughts of hot water, will, in the course of a short 
time, remove the cause and subdue the trouble. 


A VITAL QuEsTion.—In a recent exhaustive article on the alarming ques- 
tion of food adulteration, The Medical Progress says: “If food that should be 
pure, especially when it is required for the sick, is thus adulterated, how are 
we to expect the recovery of our patients? The best way out of the dilemma 
is for the physician to insist that his patients shall have only such products as 
are prescribed and recommended by him! There is one article of diet that 
can be relied on whenever a nutriment is needed for the invalid, and it is the 
IMPERIAL GRANUM Foop, a wheat preparation of absolute purity, that is 
especially beneficial in all gastric and enteric troubles.” 
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BUT MUCH MORE. here are other 


Condensed Foods. Bovinine is alse 
living food. In this it has no rival out- 
side the arteries of the living body. It 
is drawn from the animal arteries alive, 
and kept alive; and in the living body 
its only equivalent exists—the vital fluid 
itself: that is Bovinine. 


A A CONDENSED cae — ee A Wonderful Conserve of * 
ye the Living Blood Corpuscles, 


or Tissue=-Forming Cells of Life, preserved without the use of heat or any other agent im- 
pairing their vitality; visible in any drop of Bovinine under the microscope in all their integrity, 
and known in thousands of cases to have entered directly into veins drained of blood by hemor- 
rhage or innutrition with prompt replenishment and revival from a dying condition. This has 
been done, not only by the avenue of the stomach, but by rectal enema, but even wasted and ulcer- 
eaten flesh has been regenerated by topical and hypodermic treatment, and the encroaching degen- 
eration of the tissue not only arrested but driven back and driven out by the vitalizing power of 
this Living Blood-Supply, so that great ulcers, which had for years resisted all medicaments, have 
been entirely healed by the local application of this eagerly absorbed nutrient matter. 

All physicians owe it to themselves and to their patients to keep in view the unparalleled life- 
saving capabilities of BOVININE, the administration of which is practically nothing less than 


Transfusion of Blood. 


THE BOVININE COMPANY, 


495 West Broadway, NEW YORK. 
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Return Apparatus in good condition in Thirty Days if Not Satisfactory, 
and Money will be Refunded. 


THE BETZ (DRY HOT AIR) ARM AND LEG BATH 


with all attachments for treating arms, legs, shoulders, 
hips, kidneys, and abdomen, is the best and most practical 
apparatus for the topical treatment of acute, subacute, 
articular, and gonorrheal rheumatism, arthritis, anky- 
losis, synovitis, etc., due to trauma, gout, etc.; in other 
words, to cause absorption of effusion and restore mo- 
bility to joints stiffened by injury or disease. Relieves 
pain immediately. 


Out of over 200 inquiries, not one would return the Bath 
for what he paid for it. 


You can teach patient how to operate it in ten minutes. 


With our apparatus, temperature from 200 to 400 
degrees F. can be borne with comfort for an hour, twice 
daily. Send for Literature on the subject. 


“PRICE OF BATH, INCLUDING ATTACHMENTS, $12 and $20. 


Dr. Gustavus Blech, of Detroit, previous to publishing his clinical report on October 9, in The 
Journal of the American Medical Association, wrote us: “I am simply astonished, and satisfied 
that your apparatus will make the Esmarch and plaster-of-paris bandage—our present method of 
treating articular troubles—surgical relics.” 

IT IS ALSO A STERILIZER.—The addition of a tray and front door makes our apparatus 
the simplest and best dry heat sterilizer. The greatest surgeons agree that instruments stand dry 
heat better than steam. All surgical dressings, gauze, cotton bandages, etc., can be rendered dry 
and aseptic in twenty minutes at 300 degrees F. Price, $3.00 extra. 


Bare 2 atcae ee FRANK S. BETZ & CO., 78 State St., Chicago, III. 


all kinds of Baths, etc. i 





You Should Read 





MATHEWS’ 


QUARTERLY JOURNAL 


Rectal ana Gastro-Intestinal 


Diseases 


THE ONLY ENGLISH PUBLICATION DEVOTED EXCLUSIVELY TO DISEASES 


OF THE RECTUM AND GASTRO-INTESTINAL DISEASE, 
RECTAL AND GASTRO-INTESTINAL SURGERY. 


Because 
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It is practical. 

It will not disappoint you. 

It is written and read by the educated members of the profession. 

It is the medium through which the specialist reaches the general 
practitioner. 

It will contain a picture of one of your own puzzling cases each 
quarter. | 

It will serve as a compend of all that is new tothe subjects of 
Rectal and Gastro-Intestinal Disease and Surgery. 

The four numbers a year will make a valuable cyclopedia of Rectal 
and Gastro-Intestinal Disease and Surgery. 


Subscription Price, $2.00 a Year, in Advance. 


It contains original communications made by men eminent in these specialties. 


It contains concise and pithy reports of cases. 


It is profusely illustrated. 
It is issued on the first day of the months of January, April, July, and October. 


Address HENRY E. TULEY, M.D., . 
P. 0. Box 484. LOUISVILLE, KY. 
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KENTUCKY SCHOOL or MEDICINE 


AND HOSPITAL. 


A SPRING AND SUMMER GRADUATING SCHOOL. 


The fortieth annual session will begin January 3, 1896, and will continue 
six months. Attendance upon three regular courses of lectures is required for 
graduation. The examinations of other accredited Medical Colleges in all but 
the senior branches are accepted by this College. 

A large HOSPITAL, with every modern convenience for aseptic and anti- 
septic surgery, adjoins the Medical College. It contains an amphitheater specially 
constructed tor clinical work; the first floor is devoted entirely to Dispensary 
work, with sufficient space to treat one hundred patients each hour; the second 
and third floors are used for general hospital purposes. 

The Laboratory rooms for Histology, Pathology, Bacteriology, Chemistry, 
Surgery, and Dissections, will be enlarged and refitted, and no school in the 
country can offer better laboratory and clinical facilities. Several hours each 
day will be devoted to clinical work in the presence of the class, and all kinds 
of surgical operations will be performed. 

The instructors in the Laboratories have been thoroughly trained under the 
best masters in this country and abroad. 

For further information and catalogue, address 


SAM E. WOODY, M.D., Dean, 
LOUISVILLE, KY. 


WwW. C. KENDRICK. Established 1832, P. G. REND EICE: 


ICKSSONS, 


"© 336.4AVE®. 


{OUISVILLE, KY. 
WATCHES JEWELRY SILVERWARE 


OuR STORE s ART ROOM ALWAYS OPEN TO RECEPTION. OF VISITORS: 





Catalogue sent by mail onapplication. Reference—Editor of this Journal. Mention this Paper. 


Send your Medical Magazines to 


JOHN P. MORTON & COMPANY, 


440-446 West Main Street, LOUISVILLE, KY. 


To be Neatly and Darably Bound. 





BINDING MATHEWS’ QUARTERLY—— 


Leather back and cornérs, marbled edges, gilt lettering..........secssedsccsssdccsessesiovencesssesesocces $0 80 
One half dark g*een morocco, cloth sides, spring back, gilt lettering...... .........ccsecesseeeeeeees 10 
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24 ISSUES A YEAR. Price, $2.00. 





Ohe Amertean Practitioner 
and Yews. 


A Semi=Monthly Journal of Medicine and Surgery. 


HE AMERICAN PRACTITIONER AND NEWS is an octavo journal of forty pages, and 
is issued on the Ist and 15th of each month. It is edited by H. A. COTTELL, M. D., Pro- 
fessor in the Medical Department of the University of Louisville. For each year it com- 
poses two large volumes, amounting in all to nearly one thousand pages. Each number 
contains valuable Original Papers, Correspondence, Book Reviews, Lectures and Clinical 
Reports, Proceedings of Societies, Miscellany, Editorial Articles, and Items of Medical News. 
For subscriptions, specimen copies, etc., address the publishers, JoHN P. MORTON & Co., 
Louisville, Kentucky. 


The American Practitioner and News and Mathews’ Quarterly Journal 
both one year for $3.20. 


MEDICAL BOOKS - Yiecical hooks at'20 per cent discount. 


Address JOHN P. MORTON & COMPANY, 


Louisville, Kentucky. 


DRY GOODS BY MAIL} 


CONVENIENT - RELIABLE - SATISFACTORY. 





a any time during the year—Spring, Summer, Fail or Winter—that 
you want ANY THING in the Dry Goods line, which ought to be found 
in any first-class dry goods store, you write to us, and we Swill send it to 
you by return mail, at as Low Price as if you bought it in person at our 
store. We keep constantly in stock large and complete lines of 


Silks, Velvets, Dress Goods of all kinds, Linens, Flannels, Ladies’ 
Wraps, Gloves, Hosiery, Corsets, Handkerchiefs, Laces, Embroid=- 
eries, Ladies’ and Men’s Underwear and Furnishings, Children’s 
Underwear, Infants’ Outfits, Toilet Articles, Notions, Etc., 


AT EXTREMELY LOW PRICES. 


We have a perfect Mail Order System, and for years have made a special point of 
supplying out-of-town customers with all articles in our line, and we do so promptly 
and satisfactorily or refund the money. Our reliability is BE ouS We can 
serve you profitably. 


















SEND FOR SAMPLES WRITE FOR ESTIMATES 
Ofany thing you wantin fabrics. A postal On Dresses, Suits, Trousseaux and Outfits 






card ofinquiry will be promptly answered. | made to order by self-measurement. Prices 
All orders filled same day received. moderate. Satisfaction always guaranteed, 

















[Sea's KAUFMAN, STRAUS & COs" 


. SEASONABLE THERAPEUTICS . 


The ne of Influenza or LaGrippe 





It is quite refreshing these days to read 
of a clearly defined treatment for Influenza 
or LaGrippe. In an article in the Lancet- 
Clinic, December 28th, 1895, Dr. James 
Hervey Bell, 251 East 39d Street, New York 
City, says he is convinced that too much med- 
ication is both unnecessary and injurious. 

When called to a case of influenza, the 
patient is usually seen when the fever is 
present, as the chill, which occasionally 
ushers in the disease, "has generally passed 
away. Dr. Bell then orders that the bowels 
be opened freely by some saline draught, as 
hunyadi water or effervescing citrate of 
magnesia. 

or the high fever, severe headache, pain, 
and general soreness, the followingis ordered: 


Rk Antikamnia Tablets (Sgr. each), No. xxx 
Sig. One tablet every two hours. 

If the pain is extremely severe, the dose 
is doubled until relief is obtained. Often 
this single dose of ten grains of antikamnia 
is followed with almost complete relief from 


the suffering. Antikamnia is preferred to. 


the hypodermic use of morphia because it 
leaves no bad after-effects; and also because 
it bas such marked power to control pain 
and reduce fever. The author says that un- 
less the attack is a very severe one, the 
above treatment is sufficient. 


After the fever has subsided, ‘the pain, 
muscular soreness and nervousness, gener- — 
ally continue for some time. To relieve | 
these and to meet the indication for a tonic, 
the following is prescribed: 


R Antikamnia & Quinine Tablets, No. xxx 
Sig. One tablet three times a day. 

This tablet contains two and one-half 
grains of each of the drugs, and answers 
every purpose until health is restored. 

Occasionally the muscular soreness is the 
most prominent symptom. In such cases _ 
the following combination is preferred to 
antikamnia alone: | 
 Antikamnia & Salol Tablets, No. xxx 

Sig. One tablet every two hours. ; 

This tablet contains two and one-half _ 
grains of each drug. 

Then again it occurs that the most promi- 
nent symptom is an irritative cough. A 
useful prescription for this is one-fourth of 
a grain sulphate codeine and four and three- 
fourths grains antikamnia. Thus: 


‘RR Antikamnia & Codeine Tablets, No. xxx : 


Sig. One tablet every four hours. 


Dr. Bellalsosaysthatinantikamniaalone, | 
we have a remedy sufficient for the treat- 


ment of nearly every case, but occasionally 
one of its combinations meets special con- 
ditions. 
crush tablets before taking. 





He always instructs patients to — 
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~ ‘I have always secured excellent results with Tongalinein the ig, 
Pid | treatment of rheumatism and allied affections, but during the past oe bane 
ne year, under certain methods of exhibiting the remedy, the results A 
> have far surpassed my most sanguine expectations. S&S 
3 In inflammatory rheumatism, marked by high temperature, ie S 
=i. great swelling and excessive pain, I prescribe a teaspoonful of Tonga- __ le 
a line in a wineglassful of hot water, washed dowm by hot water,as — i | 
gj much of it and as hot as the patient can bear. This is to be repeated BS 
Ss every hour until amelioration begins and the patient falls imto a re= lie 
f freshing sleep, which invariably results in from four to eight hours. ‘te : 
{ I treat grippe, neuralgia, gout, sciatica and lumbagoinasimilar  . Se 
} - manner, and always with the same satisfactory results. The severer ie | 
the case, the more I push Tongaline by giving it in smaller doses but ae le 
closer together. : ie : 
Where the stomach will not tolerate the Tongaline I give it by my 
cutaneous absorption, causing the joints to be rubbed first with alco- & os 


hol and subsequently with Tongaline, which is absorbed in a surpris= i : 
ingly short time and is as effective when thus exhibited as when taken ~—_- ae 
per os. Im these cases I apply heat locally by water-bag or other | 
convenient method.”’ ia 

—C. W. Canan, M. D., St. Louis Medical and Surgical Fournal. oh, 3 


MELLIER DRUG COMPANY, - - = ST. LOUIS. 
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ARE YOU GOING TO THE 
DENVER MEETING 


OF THE— : . mec boara ne ctay 


4 








ASSOCIATION? fee a | 


If so, you shohidibéar in mind the SPECIAL train ehiok will be ran from si 


‘St. Louis and points east and southeast thereof under the auspices of Boe 
MATHEWS’ QUARTERLY JOURNAL OF RECTAL AND GASTRO-INTESTINAL DISEASES. 


rh 
_ Arrangements ‘will be made with all ‘connecting lines mto St. Louis to sell 
through tickets to Denver and return, joining the SPECIAL at that. point. 
‘Here they will arrive in the magnificent NEW UNION STATION, the largest: 
and handsomest in the world, and embari upon the SPECIAL in. ae. same 
Station. The advantage of this is obvious. — et 
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UNION STATION, ST. Louis. 


Through sleeping cars will be run from many, Eastern cities to pense with ep 
out change. Reduced rates beyond ‘the expectation of the. committee will, no. cas 
doubt be in force. "This will undoubtedly be the greatest trip in the histor: fe 
of the Association. The ‘advance information from the local) committee | at. ry 
|. Denver assures the hospitality of not. only the city, but. of the State: at large. ‘le 

| Don't make your plans} positively until you. have learned more: of he 
SPECIAL, which'can be’ done i aden de 





THE QUARTERLY SPECIAL, a 


LOUISVILLE, oy. 
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